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provide  added  security  in  two  ways: 
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Fund  lets  you  earn  higher  yields  than  short-term  bonds  with  lower 
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in/  a trill}/  exceptional  level  of  professionalism,  performance  and  dedication  to  qnaliti/  health  care. 
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THE  NEW  DOCTOR-INSURANCE  COMPANY-PATIENT 
REL/VnONSHIP  CONTRACT 

I have  become  aware  of  two  recent  instances  involving  South  Carolina  physicians  and  health 
insurance  company  managed  care  contracts  that  can  serve  as  “lessons  learned”  for  the  rest  of  us. 
Each  of  these  problems  is  different  and  yet  the  solutions  are  similar.  In  previous  remarks  we  have 
discussed  the  necessity  of  partnerships,  risk  sharing  and  written  negotiated  agreements  in  order  to 
succeed  in  this  new  health  care  environment.  In  fact,  mutual  expectations  and  commitments  are 
more  easily  remembered  and  honored  if  clearly  documented  and  shared.  Contracts  can  help  avoid 
misunderstandings,  promote  better  patient  care,  contain  costs  and  make  things  easier  for  providers, 
recipients  and  payors.  Unpleasant  suiprises  can  best  be  avoided  by  patients  and  physicians  if  we 
do  our  homework  and  ask  the  right  questions  before  signing  managed  care  agreements. 

The  first  of  these  current  situations  came  to  the  attention  of  the  SCMA  staff  after  an  advertise- 
ment appeared  in  one  of  the  state's  large  daily  newspapers  offering  a new  managed  care  product 
with  several  hospitals  and  hundreds  of  physicians.  Our  members  began  calling  the  SCMA  office 
to  inquire  as  to  the  source  and  affiliation  of  this  physician  brigade.  A telephone  call  to  the  insur- 
ance carrier  involved  in  this  network  revealed  the  answer.  It  seems  that  in  their  preferred  provider 
contracts  with  SC  doctors  they  specify  that  the  enrolled  physician  may  be  assigned  to  future  man- 
aged care  plans  entered  into  by  this  company.  A number  of  our  callers  were  not  aware  that  they 
were  included  in  the  doctors  participating  in  this  new  product.  The  insurance  carrier  had  done 
nothing  awry.  All  of  the  prior  contracts  clearly  stated  the  company's  intent  to  include  them  in 
future  business.  Our  colleagues  either  did  not  read  the  documents  carefully  enough  prior  to  sign- 
ing or  they  did  not  remember  the  specifics. 

The  other  contract  snafu  was  related  to  me  by  a business  person  in  the  upstate.  She  had  devel- 
oped an  excellent  relationship  with  a young  physician  who  had  been  in  practice  for  almost  two 
years.  Her  doctor  then  decided  to  join  a larger  group  for  stability,  cost  and  call  sharing.  When  she 
approached  the  reception  desk  at  her  physician's  new  office  to  make  her  first  appointment,  she 
was  told  that  her  health  insurance  carrier  did  not  have  a contract  with  their  doctors  and  the  cost  of 
her  care  would  not  be  reimbursed.  This  lady's  health  insurer's  contract  prevented  her  from  contin- 
uing the  relationship  with  her  chosen  physician.  After  obtaining  a list  of  the  providers  who  were 
still  affiliated  with  her  managed  care  plan,  she  was  even  more  perplexed.  There  was  not  a single 
familiar  name  and  the  office  addresses  were  all  on  the  other  side  of  town.  As  she  reviewed  her 
insurance  papers,  she  found  there  was  no  real  “point  of  service”  option  for  her  to  pursue.  The  les- 
son to  be  learned  is  that  our  patients  must  become  well-informed  consumers  of  medical  services 
and  develop  expertise  in  interpreting  health  care  contracts  and  agreements.  Both  physicians  and 
patients  will  need  to  master  the  skills  to  negotiate  unacceptable  items  in  these  documents  prior  to 
signing. 

Ambrose  Bierce  once  said  that  “absurdity  is  a statement  or  belief  manifestly  inconsistent  with 
one's  own  opinion.”  Many  of  us  feel,  and  rightfully  so,  that  it  is  absurd  for  the  inherently  simple 
relationship  between  a doctor  and  his/her  patients  to  be  subject  to  so  much  interference.  These 
contracts  and  complexities  are  manifestly  inconsistent  with  opinions  of  doctors  and  patients,  but 
they  are  a reality  of  the  modern  health  care  environment.  Caveat  Emptor. 

O.  Marion  Burton,  MD 
President 
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SPECIAL  ISSUE:  CEREBROVASCULAR  DISEASES, 
PART  2:  INTRODUCTION 

GUEST  EDITOR:  ARTUR  PACULT,  M.  D.* 


In  January  of  this  year,  we  presented  our 
colleagues  with  Part  I of  T/ie  Joiirnars  special 
issue  on  cerebrovascular  diseases,  devoted  to 
problems  affecting  the  brain,  by  its  tendency 
to  hemorrhage.  Symptoms,  diagnosis  and  cur- 
rent therapy  of  different  types  of  aneurysms 
and  vascular  malformations  were  discussed. 

In  this  issue  of  The  JournaL  several  authors 
concentrated  on  the  type  of  ischemic  diseases 
of  the  cerebral  vessels.  In  doing  so.  Drs.  Tim- 
othy Carter  and  Jerome  Kurent  discuss  clinical 
syndromes  of  cerebral  ischemia.  Dr.  Jim  Foga- 
rtie  has  written  on  the  use  of  color  flow 
Duplex  scanning  in  evaluation  of  carotid 
occlusive  disease.  There  are  articles  by  Dr. 
Michael  Garovich  on  cuiTent  medical  imaging 


techniques  of  cerebral  ischemia  and  by  Dr.  Ed 
Morrison  on  the  subject  of  surgery  of  extracra- 
nial vascLi  lar  occlusive  disease.  Finally.  Dr. 
John  Plyler  discusses  medical  management  of 
ischemic  cerebral  problems. 

The  terms  “apoplexia  cerebri.”  “insultus.”  or 
“ictus  cerebri.”  were  known  since  many  cen- 
turies ago.  but  only  in  XVII  century,  after 
autopsy  studies  by  Wepfer.  it  was  recognized 
that  the  etiology  of  the  stroke  is  a damage  to 
the  cerebral  vessels. 

We  hope  that  the  reader  will  find  this,  as 
well  as  the  previous  issue  on  cerebrovascular 
diseases,  interesting  and  helpful  in  our  eveiy- 
day  practice  of  medicine. 


*125  Doughty  Street,  Suite  400.  Charleston.  SC  29403. 
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CLINICAL  SYNDROMES  OF  CEREBRAL 
ISCHEMIA* 


TIMOTHY  D.  CARTER.  M.  D. 
JEROME  E.  KURENT.  M.  D. 


Stroke  is  the  tliird  leading  cause  ol'deatli  and  a 
leading  cause  of  adult  disability  in  the  United 
States.  There  are  aiiproximately  5()(), ()()()  new 
stroke  patients  yearly  with  a 25  to  30  percent 
death  rate.'  As  promising  new  therapies  are 
developed,  increasing  emphasis  will  be  placed 
on  the  clinical  diagnosis  of  transient  cerebral 
ischemia  and  stroke  so  that  patients  can  be 
optimally  managed. 

CJENKRAL  PRINCIPLES 

In  the  broadest  sense,  stroke  is  caused  by  one 
of  two  different  processes  - ischemia  or  hem- 
oiThage.  Stroke  of  either  type  is  usually  char- 
acterized by  the  sudden  onset  of  neurologic 
dysfunction.  A neurologic  deficit  evolving 
slowly  over  weeks  to  months  is  not  likely  to 
he  secondary  to  a stroke.  While  hemorrhagic 
events  frequently  have  a catastrophic  presen- 
tation. the  symptoms  of  cerebral  ischemia 
may  be  mild  or  so  subtle  that  their  signifi- 
cance is  misinterpreted  by  both  patient  and 
physician.  Transient  ischemic  attacks  (TIAs) 
are  episodes  of  neurologic  dysfunction  sec- 
ondary to  cerebral  ischemia  which  resolve 
within  twenty-four  hours.  More  commonly. 
TIAs  last  only  a few  minutes  and  are  frequent- 
ly dismissed  by  patients  as  no  cause  for  alarm. 
However,  TIAs  represent  a significant  risk 
factor  for  stroke,  and  their  recognition  may 
allow  intervention  by  the  physician  in  order  to 
prevent  permanent  ischemic  cerebral  injury. 
Thus,  any  patient  who  complains  of  transient 
visual  loss  (amaurosis  fugax)  speech  distur- 
bance, numbness,  focal  weakness,  dizziness, 
vertigo,  or  other  transient  neurologic  symp- 


*From the  Department  of  Neurology,  Medical 
University  of  South  Carolina.  171  Ashley  Avenue. 
Charleston.  SC  29423. 


toms  warrants  careful  evaluation. 

.Several  different  pathophysiologic  processes 
may  lead  to  ischemic  stroke,  'flirombosis  of 
large  or  small  arteries  is  the  most  common 
cause  of  ischemic  stroke.  Underlying  cere- 
brovascular atherosclerosis  frequently  leads  to 
thrombosis  and  may  provide  a source  of 
emboli  to  distal  cerebral  arteries.'  Large  artery 
thrombotic  stroke  is  preceded  by  TIAs  in  forty 
percent  of  patients.'’  The  onset  of  thrombotic 
stroke  is  often  during  sleep  and  the  course  fre- 
quently fluctuates.  In  contrast,  stroke  sec- 
ondary to  cardiogenic  embolism  usually 
occurs  suddenly  during  physical  activity.  .Sys- 
temic hypoperfusion  may  also  lead  to 
ischemic  stroke  but  the  cause  is  usually  obvi- 
ous (hypotension,  gastrointestinal  bleeding ).- 

NEUROANATOMIC  SYNDROMES 

The  signs  and  symptoms  of  cerebrovascular 
disease  vary  with  the  area  of  brain  affected 
(see  Table  1).  Because  of  the  known  blood 
supply  and  functional  anatomy  of  the  brain, 
disturbance  of  blood  How  to  a major  cerebral 
artery  usually  produces  characteristic  signs 
and  symptoms.  The  first  differentiation  can  be 
made  between  territories  supplied  primarily 
by  the  carotid  arteries  (anterior  circulation) 
and  territory  supplied  by  the  vertebrobasilar 
system  (posterior  circulation).  Posterior  circu- 
lation ischemic  injury  is  often  manifested  by 
evidence  of  brain  stem  dysfunction  which 
most  frequently  results  in  “crossed”  findings 
on  examination,  i.e.,  finding  evidence  of  cra- 
nial nerve  dysfunction  on  one  side  of  the  face 
and  head  accompanied  by  motor  or  sensory 
deficits  on  the  opposite  side  of  the  body. 
Dizziness,  vertigo,  diplopia,  and  dysarthria  are 
common  symptoms  of  vertebrobasilar 
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TABLE  1 

SOME  COMMON  SYNDROMES  OF  CEREBRAL  ISCHEMIA 

1. 

AN  l ERIOK  CIRCULATION  ISC  HEMIA 

Sigiis/Syiuptoms 

Localization/Cause 

Amaurosis  fugax 

Ophthalmic  artery  occlusion  causing 
retinal  ischemia 

Pure  Motor  Hemiparesis 

Internal  capsule  lacunar  infarction 

Pure  liemisensory  deficit 

Lacunar  infarction  affecting  the 
posteroventral  thalmic  nucleus 

Hemiparesis  (Face,  Arm>leg), 
Hemisensory  deficit, 
homonymous,  hemianopsia,  aphasia 

Dominant  (usually  left)  hemisphere 
in  middle  cerebral  artery  territory 

Hemiparesis  (Face,  arm>leg), 

hemisensory  deficit,  homonymous  hemianopsia, 

left  sided  neglect,  visuospatial  disturbances 

Non-dominant  (right)  hemisphere  in  middle 
cerebral  artery  territory 

II. 

POSTERIOR  CIRCULATION  ISCHEMIA 

Signs/Symptoins 

Localization/Cause 

Vertigo,  nystagmus,  vomiting,  Horner's  Syndrome 
cerebellar  signs,  hoarseness,  loss  of  face  & temp 
sensation,  contralateral  loss  of  pain  & temp 
from  body 

Lateral  medullary  infarction  secondary  to 
occlusion  of  posterior  inferior  cerebellar 
or  vertebral  artery 

Hemiparesis  with  contralateral  CN  III  palsy 

Medial  midbrain  infarction 

Hemiparesis  with  contralateral  CN  VI  palsy 

Medial  pontine  infarction 

Homonymous  hemianopia  (especially  upper  quadrant) 

Calcarine  cortex  or  optic  radiations 

ischemia.  Isolated  cranial  nerve  dysfunction 
due  to  brainstem  ischemia,  or  ataxia  sec- 
ondary to  cerebellar  dysfunction  commonly 
occur  with  posterior  ischemia.  The  “locked- 
in”  syndrome,  or  de-efferented  state,  is  due  to 
infarction  of  the  ventral  pons.  These  patients 
are  alert,  but  motor  ability  may  be  limited  to 
eye  blinking. 

Anterior  circulation  ischemia  results  in 
some  of  the  more  common  stroke  syndromes. 
The  anterior  cerebral  arteries  are  paired 
parasagittal  vessels  which  predominantly  sup- 
ply areas  of  the  brain  controlling  the  contralat- 
eral leg.  Thus,  acute  lower  extremity  mono- 
plegia is  the  most  frequent  presentation  of 
anterior  cerebral  artery  ischemia. 

The  middle  cerebral  artery  supplies  larger 
areas  of  cortex  in  the  frontal,  temporal,  and 
parietal  lobes.  Because  of  lateralization  of 
hemispheric  function,  the  symptoms  of  middle 


cerebral  territory  ischemia  are  different 
depending  on  the  side  affected.  Language  dis- 
turbances such  as  aphasia  are  frequently  seen 
with  dominant  hemisphere  dysfunction.  The 
left  hemisphere  is  dominant  in  right-handed 
individuals  and  most  left-handed  people.  Con- 
fusion as  well  as  neglect  of  the  left  side  of  the 
body  is  typically  associated  with  nondominant 
right  cerebral  lesions.  Motor  and  sensory 
function  of  the  face  and  arm  are  subserved  by 
areas  of  brain  supplied  by  the  contralateral 
middle  cerebral  artery.  Thus,  many  strokes  are 
localizable  to  the  middle  cerebral  artery  terri- 
tory by  the  finding  of  hemiplegia  affecting 
primarily  the  face  and  arm  more  than  the  leg. 
Aphasia  will  be  present  if  the  left  hemisphere 
is  involved,  or  left-sided  neglect  if  the  right 
hemisphere  is  affected  . 

Some  strokes  do  not  involve  major  vessels 
but  are  secondary  to  occlusion  of  smaller  pen- 
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ctraliiig  arlcries  wliicli  are  especially  lumier- 
oLis  in  the  hasal  ganglia  and  pons.  Laeunar 
inl’arels  are  small  areas  of  infarelion  cine  to 
thrombosis  of  these  small  vessels  and  arc 
eommon  in  patients  with  hypertension,  d'he 
clinical  manifestations  are  cpiite  variable 
depending  on  specific  regions  of  the  brain 
affected  (see  dable  2).  Pure  sensory  or  motor 
findings  are  the  most  eommon  laemiar  syn- 
dromes.’ While  the  affected  area  of  brain  may 
be  rather  small,  laennar  strokes  can  result  in 
considerable  disability.  For  example,  a small 
lacunar  infarction  involving  the  internal  cap- 
sule can  result  in  dense  hemiplegia  affecting 
the  contralateral  face,  arm  and  leg. 

Intracerebral  hemorrhage  usually  occurs  as 
an  acute  catastrophic  event  with  severe  neuro- 
logical deficit,  coma  or  death.  The  mortality 
from  intracerebral  hemorrhage  is  high.  Rapid 
diagnosis  made  by  computed  tomography 
(CT)  is  critical  in  order  to  maximize  therapeu- 
tic effort. 

Subarachnoid  hemorrhage  (SAH),  is  most 
commonly  caused  by  a ruptured  berry 
aneurysm.  The  patient  usually  presents  with 
acute  onset  of  severe  headache  and  stiff  neck. 


ISCIIHMIA  

l-'oeal  neurological  deficits,  coma  and  death 
are  eommon,  but  patients  with  grade  I SAH 
may  have  no  focal  deficit,  d'he  clinician  must 
have  a high  index  of  suspicion  for  this  disor- 
der when  evaluating  any  patient  with  new 
onset  ol'  severe  headache.  Harly  diagnosis  is 
vital  in  order  to  offer  the  best  chance  of  sur- 
vival by  neurosurgical  clipping  of  the 
aneurysm  once  it  was  been  demonstrated  by 
e e re  b r a I a n g i o g r a p h y . 

PROGNOSne  AND  tiierafeuhc 
IMPLICATIONS 

Anatomic  syndromes  of  cerebral  ischemia 
may  provide  prognostic  inl'ormation  for  the 
clinician.  For  example,  a recent  study  demon- 
strated that  patients  suffering  from  large  ante- 
rior circulation  infarcts  having  both  cortical 
and  subcortical  involvement  had  a “negligible 
chance  of  good  functional  outcome”  and  high 
mortality  while  those  with  posterior  circula- 
tion infarcts  had  the  best  chance  of  a good 
outcome  with  62  percent  of  these  patients 
becoming  functionally  independent.^ 

Even  in  an  era  of  sophisticated  neurodiag- 
nostic testing,  the  clinical  diagnosis  of  cere- 


1. 

TABLE  2 

LACUNAR  SYNDROMES 

Pure  sensory  stroke  or  T1  As 

2 

Pure  motor  heniiparesis  (PMH ) 

3. 

PMH  variants" 

4. 

• modified  PMH  with  “motor  aphasia" 

• PMH  sparing  face 

• PMH  with  various  extraocular  movement  palsies 

• PMH  with  confusion 
Ataxic  heniiparesis 

5. 

Dysarthria  - clumsy  hand  syndrome 

6. 

Mesencephalothalamic  syndrome 

7. 

Thalamic  dementia 

8. 

Cerebellar  ataxia  with  crossed  third  nerve  palsy 

9. 

Sensorimotor  stroke  tthalamocapsular) 

10. 

Hemiballism 

11. 

Lower  basilar  branch  syndrome 

12. 

Lateral  pontomedullary  syndrome 

13. 

Lateral  medullary  syndrome 

14. 

Locked-in  syndrome  (bilateral  PMH) 

15. 

Sudden  onset  loss  of  memory 

16. 

Weakness  of  one  leg  with  ease  of  falling 

17. 

Pure  dysarthria 

18. 

Acute  dystonia  of  thalamic  origin 

Adapted  from 

Fisher' 
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from  a riglit  middle  cerebral  artery  territory 


bral  ischemia  is  of  critical  importance.  Com- 
puted tomography  (CT)  or  magnetic  reso- 
nance imaging  (MRI)  are  often  normal  in  the 
first  hours  after  an  acute  ischemic  event.  Man- 
agement of  the  stroke  patient  must  be  guided 
by  clinical  judgement.  Localization  of  the 
problem  tc)  the  appropriate  vascular  territory 
can  help  to  guide  subsequent  evaluation  of  the 
stroke  patient.  Lor  example,  evaluation  of  the 
carotid  arteries  in  a patient  experiencing  brain 
stem  TlAs  will  likely  be  unrewarding.  Con- 
versely, the  patient  with  transient  bouts  of 
aphasia  and  right  arm  weakness  (left  middle 
cerebral  artery  territory)  may  benefit  from 
endarterectomy  if  there  is  high  grade  stenosis 
of  the  left  carotid  artery.  Appropriate  medical 
therapy  may  also  be  indicated  by  the  clinical 
syndrome.  Eor  example,  a patient  with  atrial 
fibrillation  who  has  made  a good  recovery 


infarction  would  probably  benefit  from  long 
term  anticoagulation  with  warfarin.  However, 
a patient  recovering  from  a lacunar  infarction 
would  be  more  appropriately  treated  by  long 
term  control  of  hypertension  and  perhaps  with 
agents  which  modify  platelet  function  such  as 
aspirin.  “I 
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MEDICAL  IMAGING  OF 
CEREBRAL  ISCHEMIA* 

MICHAEL  C.  GAROVICH,  M.  D. 


C’crcbrovascular  disease  is  a major  cause  ol’ 
morbidity  and  mortality  in  the  United  States 
alTeeting  4()(),()0()  people  annually.'  The  causes 
are  diverse,  ineluding  thrombosis,  embolism, 
vasospasm,  hypoperrusion,  coagulopathy  and 
trauma. 

'Phis  article  will  focus  on  the  CT,  MR,  con- 
ventional angiography  and  MR  angic)graphy 
findings  ol'  thromboembolic  phenomena.  It 
will  eoneentrate  on  two  major  clinical  divi- 
sions; 

1.  Rrestroke  states  (reversible  ischemia  and 

bruits) 

2.  Stroke  (irreversible  ischemia). 

New  advances  in  drug  treatment,  neuropro- 
tective  agents,  thrombolytic  therapy  and 
surgery  have  made  the  early  and  precise  diag- 
nosis of  ischemic  cerebrovascular  disease 
paramount. - 

BRUITS 

Four  percent  of  the  population  have  asymp- 
tomatic carotid  bruits  over  the  age  of  40.' 
These  patients  are  at  increased  risk  for  both 
stroke  and  myocardial  infarction.  Emboli  from 
the  carotid  bifurcation  is  a principal  cause  of 
stroke. Clinical  trials  have  shown  that  carotid 
endarterectomy  is  efficacious  in  patients  with 
TIAs  who  have  greater  than  75  percent  steno- 
sis at  the  bifurcation.'  The  value  of  endarterec- 
tomy for  asymptomatic  stenosis  is  unclear,  but 
large  trials  are  underway.'’  The  potential  num- 
ber of  patients  who  could  benefit  from  surgi- 
cal and  medical  intervention  is  very  large.  The 
importance  of  non-invasive,  accurate,  and  cost 
effective  medical  imaging  of  the  carotid  bifur- 
cation is  obvious. 

Imaging  of  the  earotid  bifurcation  is  typical- 


*Fiom Trident  Regional  Medical  Center.  9330  Medical 
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ly  done  by  conventional  angiography  or  non- 
invasively  by  MR  angiography  (.MRA)  or 
d u p I e X u 1 1 rti so  n og  ra p h y . 

Angiography  is  the  gold  standard  for  imag- 
ing the  intra-cranial  and  extracranial  cerebral 
vasculature.  Recent  technical  advances 
include:  (I)  less  traumatic,  smaller  catheters 
(5Fr,  4Fr),  (2)  less  toxic  contrast  agents,  and 
(3)  digital  radiography  which  can  decrease 
catheter  time  and  lower  contrast  load.  These 
and  other  technical  improvements  have 
decreased  the  risk  of  the  procedure.  Despite 
these  advances,  complications  do  occur.  The 
rate  of  permanent  neurologic  defect  is  0.15 
percent  to  one  percent  in  large  series.'" 

Magnetic  resonance  angiography  (MRA)  is 
an  exciting  new  development  that  has  tremen- 
dous potential.  It  can  non-invasively  image 
cerebral  blood  flow  without  contrast.  While 
conventional  angiography  depicts  the  anatom- 
ic vessel  lumen,  MRA  is  more  physiologic 
depicting  Rowing  blood  (Figure  I ). 

MRA  manipulates  differenees  between  stat- 


Figure  1.  Acute  left  hemispheric  infarct,  3D  TOF 
MRA  of  the  circle  of  willis.  The  left  internal  carotid 
artery  demonstrates  no  flow.  The  left  anterior  cere- 
bral and  middle  cerebral  arteries  show  decreased 
flow.  They  fill  through  the  anterior  communicating 
artery  and  other  collateral  vessels. 


314 


The  Journal  of  the  South  Carolina  Medical  Association 


MEDICAL  IMAGING 


ic  brain  tissue  and  flowing  blood  to  generate 
eontrast  and  seleetively  highlight  the  vaseula- 
tiire.  There  are  two  basie  teehniques:  time  of 
flight  (TOE)  and  phase  eontrast  (PC). 

TOE  utilizes  saturation  pulses  that  decrease 
signal  (darken)  in  stationary  tissue.  Rapidly 
flowing  blood  entering  into  region  is  not  sub- 
jected to  the  saturation  pulse  and  has  relative- 
ly increased  signal  (bright,  flow  related 
enhancement). 

Phase  contrast  relies  on  phase  differences 
between  stationary  tissue  and  moving  blood. 
It  is  a subtraction  technique  in  which  static  tis- 
sue yields  no  signal  and  moving  blood 
demonstrates  signal  proportional  to  velocity 

3D  and  2D  methods  are  used  for  both  tech- 
niques. Computer  post  processing  is  utilized 
to  create  protection  images  similar  to  conven- 
tional angiography.  MRA  should  be  correlated 
with  routine  brain  MRl  images. 

MRA  has  proven  efficacious  when  com- 
pared to  conventional  angiography.'^'”  Patients 
who  have  normal  or  mild  stenosis  at  the  bifur- 
cation by  MRA  generally  require  no  further 
evaluation.  MRA  is  also  quite  effective  in 
severe  or  total  occlusion.  MRA  may  overesti- 
mate the  degree  of  naiTowing  with  moderate 
stenosis  due  to  complex  flow  and  intravoxel 
dephasing.  This  can  be  limited  by  using  newer 
techniques  that  decrease  dephasing  and  by 
reviewing  the  original  data  set.  At  present. 
MRA  is  best  utilized  as  a screening  technique 
eliminating  normal  and  mild  stenoses  from 
further  workup.  If  surgery  is  contemplated, 
conventional  angiography  is  recommended  to 
confirm  MRA  results. 

Duplex  sonography  is  also  effective  in  the 
evaluation  of  the  bifurcation  and  is  less  expen- 
sive. It  is  technically  demanding  with  accura- 
cy being  sonographer  dependent.  It  is  less 
effective  with  anatomically  high  bifurcations 
and  does  not  evaluate  other  potential  sites  of 
atherosclerosis,  e.  g.,  aortic  arch,  great  vessel 
origin,  or  paracavernous  internal  carotid 
artery. 

Conventional  angiography,  MRA,  and 
duplex  sonography  are  all  insensitive  to  ulcer- 
ation when  compared  to  surgical  specimens. 


Conventional  angiography  is  best  with  a 
detection  rate  of  67  percent."  No  imaging 
technique  can  detect  microuiccration  wliich 
may  be  clinically  important. 

TIA 

CT  is  insensitive  and  usually  normal  with 
clinically  reversible  ischemia  (TIA,  RIND). 
Routine  MRI  is  also  disappointing.  It  may 
infrequently  show  signal  change  on  T2 
weighted  images  or  show  enhancement  fol- 
lowing MR  contrast  agents  but  these  are 
inconsistent  findings.  The  benefit  of  CT  and 
MRI  in  this  setting  is  in  excluding  other  caus- 
es of  stroke-like  symptoms. 

Single  photon  emission  computed  tonogra- 
phy (SPECT)  can  demonstrate  both  fixed  and 
reversible  regional  blood  flow  abnormalities 
in  the  brain.  Provocative  '‘stress”  SPECT 
studies  have  been  helpful  in  evaluating 
patients  considered  for  endarteetomy  with 
borderline  stenoses.  Its  shortcoming  is  its  rela- 
tively poor  spatial  resolution  and  cost. 

Similarly,  positron  emission  tomography 
(PET)  can  demonstrate  regional  blood  flow 
abnormalities  and  metabolic  disturbances,  e.  g., 
glucose  metabolism.  Although  it  has  proven 
useful  as  a research  tool,  its  very  high  costs, 
on-site  cyclotron  requirement  to  provide 
radionuclides,  and  other  sophisticated  require- 
ments have  limited  its  use  primarily  to  aca- 
demic centers. 

Perfusion  and  diffusion  MRI  are  rapidly 
developing  techniques  that  show  much 
promise  in  the  evaluation  of  reversible 
ischemia.  They  utilize  newer  contrast  agents 
and  techniques  that  can  image  very  early 
abnormalities  in  regional  blood  flow  and 
intracellular  edema  that  occurs  with  ischemia. 

As  newer  therapies  develop,  their  proper  uti- 
lization will  depend  on  the  early  identification 
of  reversible  areas  of  ischemia. 

STROKE 

Persistent  mismatch  of  regional  metabolic 
needs  (glucose,  02)  relative  to  perfusion  leads 
to  irreversible  injury.  This  leads  to  transmem- 
brane dysfunction  allowing  accumulation  of 
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inlracdliilar  water  (cytotoxic  edema).'-  C'yto- 
toxie  and  vasogenic  (extraeellar)  edema  lead 
to  mass  elTcet.  Blood  hrain  barrier  (BliB)  dis- 
ruption wliieh  leads  to  vasogenic  edema  is 
also  a major  inriiienee  ol'  contrast  enhance- 
ment patterns.''  d'his  simplistic  pathophysio- 
logic outline  helps  to  understand  the  major  CT 
and  MRI  findings  in  irreversible  ischemia. 

C T 

The  sensitivity  of  CT  in  cerebral  infarction  is 
secondary  to  decreased  x-ray  attenuation  due 
to  increased  tissue  water."  The  earliest  density 
change  can  be  seen  at  six  bours  but  more  typi- 
cally occurs  at  24  to  48  hours  pr)st  ictus.  Mass 
effect  peaks  at  two  to  four  days,  although  this 
is  variable  depending  on  infarct  si/e.  Peak 
enbaneement  occurs  at  seven  to  10  days  but 
may  last  several  weeks.  Arterial  enhancement 
may  occasionally  he  seen  due  to  slow  flow 
early  in  the  post  ictal  period. 

MRI 

The  earliest  change  may  occur  immediately 
post  ictus.  These  signs  are  secondary  to  slow 
flow  or  vascular  occlusion.  This  causes  the 
loss  of  normal  vascular  flow  void  and  may 
lead  to  arterial  enhancement  (Figure  2). 

Two  to  six  hours  post  ictus  early  cytoxic 
edema  leads  to  subtle  mass  effect  changes  on 
T1  images.  At  approximately  eight  hours  sig- 
nal changes  occur  on  T2  weighted  images  sec- 
ondary to  BBB  breakdown.  T1  signal  changes 
occur  at  approximately  24  hours.  Mass  effect 
is  similar  to  CT  (Figure  3).'“' 

At  approximately  seven  days,  progressive 
parenchymal  enhancement  occurs  and  may 
last  for  several  months.  Its  onset  correlates 
with  the  maturation  of  neovascularization  in 
the  repair  process  (Figure  4). 

Early  parenchymal  enhancement  coirelates 
with  a more  favorable  prognosis.  It  is  felt  to 
be  secondary  to  BBB  dysfunction,  with  an 
intact  vascular  supply.  T2  signal  changes  are 
less  apparent  in  this  setting. 

Chronic  infarcts  are  characterized  by  atro- 
phy, eneephalomalacia,  and  the  lack  of  mass 
effect  and  enhancement. 


Fimire  2.  Acute  left  MCA  infarct.  11  weighted  coro- 
nal MRI  of  the  hrain  following  gadolinium  enhance- 
ment. riiere  is  moderate  decrease  in  signal  intensity 
of  c(»rtical  gyri  secondary  to  cytotoxic  edema  causing 
sulci  effacement.  Arterial  enhancement  especially  in 
the  sylvian  fissure  (arrow)  is  seen  secondary  to  slow 
How  due  to  peripheral  emboli.  Normally,  high  How 
arteries  do  not  enhance. 


Figure  3.  Acute  left  hemispheric  infarct.  T2  weight- 
ed axial  MRI  brain  image  shows  hyperintense  signal 
in  left  MCA  distribution.  A hemniorrhagic  compo- 
nent (dark  area,  arrow)  is  seen.  It  appears  dark  due 
to  methemoglobin. 

CT  vs  MRI 

MR  is  generally  considered  more  sensitive 
than  CT  in  the  first  24  hours  in  the  setting  of 
acute  stroke.  MRI's  multiplanar  capacity,  lack 
of  bony  artifact,  and  more  frequent  vascular 
changes  makes  it  the  procedure  of  choice  in 
this  setting. 

CT  strengths  are  its  relative  lower  cost, 
availability  and  easier  patient  monitoring. 

Pi'evioLisIy.  CT  was  felt  to  be  more  sensi- 
tive to  MR  detection  of  bemorrhage.  This 
may  no  longer  be  the  case  with  newer  tech- 
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TABLE  1 

FINDINGS  IN  ACUTE  STROKE 

CT 

Density  change 

Mass  elTect 

Contrast  enhancement 

24-48  hours 

peaks  2-4  days 

peaks  7-10  days 

MR 

Absent  flow  void 

T 1 , T2  signal  ehange 

Parenchymal 

Vascu  1 ar  e n htince  me  n t 

6-24  hours 

enhancement  5-7  days. 

immediate 

Early  parenchymal 
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the  caudate  and  putamen  nuclei  following 
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niques  (Table  1 

In  summary,  the  above  and  future  advances 
in  medical  imaging  are  critical  in  effecting 
newer  therapies  which  will  decrease  the  mor- 
bidity and  mortality  of  cerebral  ischemia.  □ 
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The  ability  of  the  vascular  lah  to  recognize 
and  diagnose  patients  with  significant  carotid 
artery  atherosclerotic  occlusive  disease  is 
essential  given  that  50  percent  of  all  ischemic 
strokes  are  the  result  of  disease  located  in  the 
extracranial  carotid  bifurcation.  In  order  to 
identify  patients  at  risk  of  stroke  and  prevent 
the  incidence  of  carotid  related  strokes,  the 
underlying  carotid  pathology  must  be  identi- 
fied in  a safe,  cost  effective  and  noninvasive 
manner.  Color  flow  duplex  scanning  meets 
these  goals  by  providing  both  anatomic  and 
physiologic  information  of  the  extracranial 
carotid  vessels. 

WHY  IS  DUPLEX  SCANNING  NECES- 
SARY? THE  SCOPE  OF  THE  ISSUE 

Why  perform  elective  evaluation  of  the 
extracranial  carotid  arteries'.^  If  the  natural  his- 
tory of  strokes  is  to  be  altered,  it  is  necessary 
to  understand  the  impact  of  this  disease  in  the 
LI.  S.  and  have  a method  of  identifying 
patients  at  risk  for  cerebrovascular  accidents. 
Duplex  scanning  provides  this  method. 

In  the  U.  S.  there  are  approximately  5()0,0()0 
new  strokes  per  year  resulting  in  200,000 
deaths.  The  prevention  and  treatment  of 
strokes  presents  a formidable  challenge  to  the 
practicing  clinician  given  that  50  to  90  percent 


*Address  reprint  requests  to  Dr.  Fogartie  at  the 
Carolina  Vascular  Institute.  138  W.  Creswell  Ave., 
Greenwood,  SC  29648. 


of  patients  have  no  warning  symptoms  prior 
to  their  neurologic  event.  Death  occurs  in  15 
to  33  percent  of  all  initial  cases. 

Asymptomatic  carotid  stenosis  patients 
(greater  than  75  percent)  have  a combined 
TIA  and  stroke  rate  of  10.5  percent  per  year* 
which  is  similar  to  the  stroke  rate  in  symp- 
tomatic patients.  Perhaps  the  most  important 
study  to  date  concerning  the  treatment  of 
symptomatic  carotid  artery  disease  was  the 
NASCET  study  (North  American  .Symptomat- 
ic Carotid  Endarterectomy  Trial  Collabora- 
tors) published  in  The  New  England  Journal 
of  Medicine  in  1991.^  In  this  study,  the  medi- 
cal treatment  for  symptomatic  patients 
(greater  than  70  percent  stenosis)  relsulted  in  a 
26  percent  stroke  rate  over  24  months  com- 
pared to  a nine  percent  stroke  rate  in  patients 
treated  with  carotid  endarterectomy.  Carotid 
endarterectomy  resulted  in  a 17  percent  abso- 
lute risk  reduction  and  a 65  percent  relative 
risk  reduction  for  fatal  or  major  ipsi lateral 
stroke.  The  efficacy  of  surgery  for  sympa- 
tomatic  patients  with  high  grade  stenosis  was 
so  strong  that  the  clinical  trial  was  terminated 
and  a clinical  alert  sent  to  physicians  advising 
them  of  the  beneficial  effect  of  surgery. 

Duplex  scanning  has  played  a significant 
role  at  our  institution  in  the  treatment  of  these 
patients  as  a modality  which  accurately 
assesses  the  extracranial  carotid  vessels  in 
terms  of  the  presence  and  extent  of  atheroscle- 
rotic disease  such  that  appropriate  therapy  can 
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be  instituted.  Between  1971  and  1991,  1, 1 00 
carotid  endarterectomies  were  performed  by 
surgeons  of  the  Carolina  Vascular  Institute  at 
Self  Memorial  Hospital  in  Greenwood,  South 
Carolina,  with  a 0.4  percent  peri-operative 
mortality  and  a 3.4  percent  stroke  rate.  Eighty- 
five  percent  of  these  patients  were  symp- 
tomatic. Of  the  asymptomatic  patients,  84  per- 
cent had  greater  than  90  percent  stenosis. 
Duplex  scanning  has  been  an  invaluable  tool 
to  diagnose  carotid  disease  and  provides  long- 
term followup  for  the  post-operative  patient. 

VV  HAT  IS  A DUPLEX  SCAN? 

A color  How  duplex  scan  combines  in  a single 
device  both  real  time,  B mode  ultrasound  and 
color  Bow  Doppler,  allowing  a simultaneous 
examination  of  the  anatomic  and  physiologic 
features  of  the  extracranial  carotid  system. 
Real  time  B mode  ultrasound  provides  the 
anatomic  detail  by  visualizing  the  common 
carotid  artery,  intenial  carotid  artery,  external 
carotid  artery,  vertebral  and  subclavian  ves- 
sels. Physiologic  and  hemodynamic  informa- 
tion is  obtained  by  spectral  analysis  of  the 
Doppler  Bow  signal.  By  utilizing  the  Doppler 
shift  principle,  both  velocity  and  direction  of 
blood  Bow  can  be  determined  and  an  estima- 
tion of  the  degree  of  stenosis  can  be  obtained. 

WHO  PERFORMS  DUPLEX  SCANNING? 

Experienced,  well-trained  personnel  are 
essential  for  accurate  and  thorough  noninva- 
sive  testing  of  the  extracranial  carotid  vessels. 
Each  accredited  vascular  lab  requires  that  a 
registered  vascular  technologist  (RVT)  per- 
form such  testing  which  would  include  duplex 
scanning.  A registered  vascular  technologist 
has  successfully  passed  the  registry  exam  and 
has  achieved  the  professional  standard  of 
practice  in  the  area  of  vascular  technology. 
The  R.  V.  T.  credential  indicates  that  the  tech- 
nologist has  a good  understanding  of  the 
physical  principles  of  vascular  instrumenta- 
tion and  their  applications  to  the  diagnosis  of 
vascular  disease.  At  the  Carolina  Vascular 
Lab,  noninvasive  duplex  scanning  of  the 
carotid  vessels  has  proven  to  be  an  accurate 


diagnostic  tool  with  a specificity  of  90  percent 
and  a .sensitivity  of  95  percent. 

A process  was  developed  in  1990  to  provide 
a mechanism  for  voluntary  accreditation  of 
vascular  laboratories.  This  organiztion,  spon- 
sored by  1 1 medical  organizations  with  an 
interest  in  vascular  disease,  is  called  the  Inter- 
societal  Commission  for  the  Accreditation  of 
Vascular  Laboratories  (ICAVL).  The  charac- 
teristics of  vascular  labs  evaluated  include 
physical  facility,  organizational  activity,  struc- 
ture of  the  lab.  credentials  of  the  medical 
director  and  technical  staff,  actual  documenta- 
tion of  study  performed,  including  diagnostic 
criteria  used  and  the  quality  assurance  utiliza- 
tion program.  At  the  present  time,  there  are 
seven  vascular  labs  in  South  Carolina  which 
have  achieved  accreditation,  with  the  Carolina 
Vascular  Lab  being  one  of  the  first  24  accred- 
ited labs  nationwide. 

THE  DEVELOPMENT  OF  THE  DUPLEX 
SCAN 

To  better  understand  duplex  scanning  as  it 
presently  exists,  it  is  helpful  to  examine  the 
development  of  this  modality.  With  the  arrival 
of  carotid  surgery  and  arteriography  in  the 
1950s,  it  became  necessary  to  provide  a 
means  of  noninvasi vely  evaluating  the 
extracranial  carotid  arteries.  Arteriography 
was  not  suitable  for  long-term  followup  and 
did  not  provide  accurate  detail  of  the  vessel 
wall. 

The  first  effort  to  noninvasively  evaluate  the 
carotid  arteries  involved  continuous  wave 
Doppler  ultrasound  which  estimated  blood 
flow  velocities  based  on  the  Doppler  shift 
principle.'”*  This  method  was  both  subjective 
and  nonreproducible  as  the  operator  could 
only  recognize  normal  versus  abnormal  audi- 
ble Doppler  shift  frequencies.  The  direction  of 
blood  Bow  was  unknown  with  the  continuous 
wave  Doppler  system  and  it  was  difficult  to 
accurately  localize  the  underlying  vessel 
being  investigated. 

Pulsed  Doppler  evolved  in  order  to  address 
these  problems. Pulsing  the  emitted  ultra- 
sound frequency  allowed  more  accurate  iden- 
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lil'ication  and  localization  of  the  insonated 
vessel.  By  incorporating  spectral  analysis  with 
pulsed  Doppler,'""  the  Doppler  flow  signals 
received  could  be  analyzed  and  visually 
recorded  as  Doppler  wave  forms.  It  became 
evident  that  specific  changes  in  these  wave 
forms  were  assoeiated  with  varying  degrees  of 
vessel  stenosis  and  that  each  extracranial 
carotid  artery  had  its  own  specific'  wave  form 
characteristies.  Thus.  Doppler  speetral  analy- 
sis could  not  only  help  identify  carotid  ves- 
sels, but  could  also  estimate  a percent  stenosis 
based  on  changes  in  Doppler  frequencies. 

Yet,  the  problem  of  visualizing  abnormali- 
ties of  the  carotid  vessel  walls  remained. 
Doppler  speetral  analysis  eould  identify 
atheromatous  plaques  only  if  they  were  large 
enough  to  produee  alterations  of  blood  flow. 
Doppler  analysis  eould  not  provide  anatomic' 
detail  of  the  vessels  in  question.  Small,  rough, 
irregular  intimal  plaques  having  the  potential 
for  cerebral  embolization  went  unrecognized. 
Real  time  B mode  ultrasound  allowed  a logi- 
cal means  of  visualizing  the  surface  eharaeter- 
isties  of  vessels  in  both  longitudinal  and  cross 
sectional  views.  A drawback  of  ultrasound 
was  that  it  proved  unreliable  in  determining 
vessel  patency  given  that  fresh  thrombus  and 
Bowing  blood  have  similar  acoustical  proper- 
ties. Therefore,  total  occlusions  of  the  internal 
carotid  artery  could  go  unrecognized  by  utiliz- 
ing ultrasound  alone. 

Combining  real  time  B mode  ultrasound 
with  speetral  analysis  of  Doppler  frequency 
shifts  (Duplex  scanning)  addressed  the  prob- 
lems by  providing  in  a single  device  both 
anatomic  and  physiologic  information  about 
the  etracranial  carotid  arteries  in  a noninva- 
sive  manner. 

Recently  conventional  duplex  scanning  has 
been  combined  with  real  time  Doppler  flow 
mapping  to  simultaneously  evaluate  the 
anatomic  and  physiologic  features  of  the 
carotid  arteries  (color  flow  duplex).'-  '^  The 
How  map  is  color  coded  to  indicate  the  direc- 
tion of  flow  and  flow  velocity. 

Color  flow  duplex  scanning  facilitates  the 
identification  of  the  carotid  arteries  and  its 


branches,  as  well  as  the  vertebral  arteries. 
Coils,  kinks  and  total  occlusions  are  more  eas- 
ily and  rapidly  identified  and  flow  can  be 
simultaneously  evaluated  in  multiple  vessels. 

CONCLUSION 

The  extracranial  carotid  artery  can  be  accu- 
rately investigated  in  a noninvasivc  manner  by 
utilizing  color  flow  duplex  scanning.  The 
presence  and  significance  of  carotid  artery 
atherosclerotic  occlusive  disease  can  be  visu- 
alized and  hemodynamic  information 
obtained.  This  test  is  utilized  as  a screening 
tool  for  patients  at  risk  of  carotid  artery 
atherosclerotic  occlusive  disease  and  is  help- 
ful in  determining  if  the  carotid  bifurcation  is 
the  cause  of  strokes  in  patients  suffering  from 
neurologic  events.  1 
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THE  ARMY  RESERVE  OFFERS  UNIQUE  AND 
REWARDING  EXPERIENCES. 


As  a medical  officer  in  the  Army  Reserve  you  will  be  offered  a 
variety  of  challenges  and  rewards.  You  will  also  have  a unique 
array  of  advantages  that  will  add  a new  dimension  to  your 
civilian  career,  such  as: 

• special  training  programs 

• advanced  casualty  care 

• advanced  trauma  life  support 

• flight  medicine 

• continuing  medical  education  programs  and  conferences 

• physician  networking 

• attractive  retirement  benefits 

• change  of  pace 

It  could  be  to  your  advantage  to  find  out  how  well  the  Army 
Reserve  will  treat  you  for  a small  amount  of  your  time.  An  Army 
Reserve  Medical  Counselor  can  tell  you  more,  call  collect : 


CALL  COLLECT 
803-741-1856  OR  803-741-1857 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE: 
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...a  promise  to 
defend,.. 

HERE  ARE  THE  FACTS:  Over  25%  of  America’s  Physicians  were  em- 
broiled in  a malpractice  issue  in  the  last  12  months.  More  than  80%  of 
those  malpractice  allegations  will  be  closed  without  an  award  for  dam- 
ages. Your  professional  reputation  and  your  personal  assets  are  on  the 
line  when  your  professional  liability  carrier  is  not  both  financially  sound 
and  experienced  in  the  law  and  the  judicial  system. 

WHEN  THE  ISSUES  ARE  LEGAL,  NOT  MEDICAL— when  the  allegations 
are  frivolous,  or  highly  emotional — you  need  a company  and  legal  repre- 
sentation that  understands  the  problem  and  has  the  experience  to  resolve 
the  issue.  The  Medical  Protective  Company  has  specialized  in  defending 
doctors  since  1899.  Our  legal  and  claims  management  experience  is 
unmatched  by  any  other  insurer  in  the  U.S. 

FOR  MORE  INFORMATION  on  how  we  can  protect  your  professional 
reputation  and  your  personal  assets,  call  your  local  Medical  Protective 
General  Agent  at  1 -800-344-1 899. 
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By  now  you  should  have  received  the  July,  1994  Medicare 
Advisory.  Included  in  this  Advisory  is  an  update  on  Cer- 
tified Nurse  Midwife  (CNM)  Services,  Hospice  Part  B 
guidelines,  a clarification  of  prostate  needle  biopsy,  and 
much  more.  Please  read  this  Advisory  carefully. 

Immuntations  and  Vaccinations:  According  to  Medicare 
guidelines,  immunizations  (with  the  exception  of  those 
forpneumonococcal  pneumonia,  hepatitis  B,  and  influen- 
za) are  non-covered  services.  Other  vaccinations  may  be 
covered  only  when  they  are  directly  related  to  the  treat- 
ment of  an  injury  or  direct  exposure  to  a disease  or  virus. 
Preventive  immunization  is  not  covered.  If  a claim  is  sub- 
mitted with  an  immunization  code,  there  must  be  an  indi- 
cation that  the  patient  has  either  suffered  an  injury  which 
necessitates  the  injection  or  has  been  exposed  to  a disease 
or  virus  which  requires  the  vaccinatioa  CPT  codes  90700- 
90749  are  considered  preventive  medicine  immunizations 
and  are  noncovered.  You  should  bill  with  a “J”  code  when 
reporting  an  immunization  that  was  medically  necessary. 

Bimfkim  En^mnt  through  Automated  Response  Unit 
(ARU):  You  can  now  receive  Medicare  Part  B Beneficia- 
ry Bititlement  information  throu^  ARU.  Tb  receive  infor- 
mation through  the  ARU,  select  Opticwi  4 on  the  Main  ARU 
Menu.  The  ARU  will  prompt  you  to  enter  the  patient's 
Medicare  number.  After  you've  entered  this  information, 
the  system  will  tell  you  if  the  beneficiary  has  Part  B cov- 
erage and  when  that  coverage  went  into  effect. 

Provider  Service  Center  Hours:  The  Medicare  Part  B 
Provider  Service  Center  is  expanding  its  hours  of  oper- 
ation. Effective  July  1, 1994,  lines  will  no  longer  close 
between  12:00  PM  and  1:00  PM.  New  Service  Center 
hours  are:  Monday  through  Thursday,  9:00  AM-4:00  PM 
and  Friday,  9:00  AM-3:00  PM. 

Chemosur^erv:  In  the  April,  1994  Medicare  Advisory, 
CPT  code  17305  (Chemosuigery  [Mohs'  micrographic 
technique])  was  included  in  the  list  of  codes  which  can- 
not be  billed  with  modifier  -58  (Staged  or  Related  Pro- 
cedure or  Service  by  the  Same  Physician  during  the  Post- 


operative Period)  during  the  global  period.  Medicare  has 
determined  that  this  code  has  a global  period  of  “0”  after- 
care days  and  each  stage  of  the  procedure  has  a different 
code  (all  of  which  have  “0”  global  days).  Therefore,  CPT 
code  17304  is  not  subjected  to  the  staged  procedure  exclu- 
sion and  can  be  billed  with  modifier  -58. 

Cvstourethroscopv:  The  descriptions  of  CPT  codes  52234 
through  52240  include  the  word  “tumoifs).”  HCFA  inter- 
preted these  descriptions  to  mean  that  regardless  of  the 
number  of  tumors,  only  one  unit  of  a single  code  may  be 
billed.  The  correct  billing  and  payment  instructions  for 
CPT  codes  52234  through  52240  are: 

• only  one  unit  may  be  billed  for  any  of  these  codes, 

• only  one  of  the  three  may  be  billed,  and 

• the  billed  code  should  reflect  the  size  of  the  laigest 
tumor  removed. 

No  combination  of  the  three  codes  may  be  billed  on  the 
same  date  of  service. 

Rebundlinf  Codes:  Medicare  recognizes  that  the 

“rebundling”  process,  although  correct  for  the  majority 
of  procedures  performed,  has  resulted  in  some  incorrect 
denials  of  services  where  the  column  n procedure  was  per- 
formed on  a different  anatomical  site  from  the  column  I 
code.  Medicare  has  contacted  HCFA  for  assistance  on  how 
to  correctly  process  these  types  of  claims.  In  the  interim. 
Medicare  has  developed  the  following  solution: 

When  rendering  services  on  different  anatomical  sites 
when  the  procedures  are  “bundled”  together  as  noted  in 
the  December,  1993  Medicare  Advisory,  you  should  report 
each  major  procedure  rendered  at  each  anatomical  site. 
If  the  procedure  is  a column  II  code,  report  the  code  with 
modifier  -22  (Unusual  Circumstances).  You  must  file  diese 
claims  hardcopy  and  attach  documentation  explaining  the 
situation.  Your  claims  will  be  reviewed  to  detennine  if 
additional  benefits  can  be  paid. 

(Continued  on  page  2) 
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CLIA  Update:  Medicare  will  deny  claims  filed  by 
Independent  Clinical  Laboratories  (Specialty  Code 
69)  who  have  not  registered  under  the  Clinical 
Laboratory  Improvement  Amendment  (CLIA). 
Effective  Mav  23.  1994.  Medicare  will  also  deny 
clinical  laboratory  claims  filed  by  other  non-physician 
specialties.  See  page  6 of  the  July,  1994  Medicare 
Advisory  for  a complete  list  of  providers. 


Dialysis  Monthly  Codes:  Procedure  codes  90918- 
90921  are  for  “end  stage  renal  disease  related  services 
per  full  month.”  The  reimbursement  for  these  codes 
includes  payment  for  an  entire  month.  When  billing 
for  monthly  dialysis  services,  you  should  report  “1” 
in  the  Units  field  (item  24g)  to  indicate  one  full 
month  of  service.  When  filing  a monthly  service 
code,  you  should  file  only  the  first  dav  of  each  month 
as  the  TO  and  FROM  date  of  service.  □ 


MEDICAID  UPDATE 


Medicaid  Recipient  Cards:  A problem  has  been  iden- 
tified with  the  transfer  of  ambulatory  visit  counts  to  the 
DSS  computers  for  the  printing  of  the  recipient  Medic- 
aid cards.  The  column  on  the  Medicaid  recipient  card  that 
is  headed  “Est  Visits  Rem”  (Estimated  Visits  Remain- 
ing) is  an  estimate  of  the  visits  the  recipient  has  left  at 
the  time  the  card  is  printed.  Some  of  the  cards  for  April, 
May  and  June  1994  are  not  reflecting  an  accurate  amount 
of  ambulatory  visits  remaining.  The  problem  is  being 


researched  and  corrective  action  is  being  made  for  the 
priting  of  future  Medicaid  cards.  Please  notify  your  staff 
of  the  problem  and  refer  to  your  Medicaid  Provider  Man- 
ual if  you  receive  error  code  977  (ambulatory  visits 
exceeded). 

Family  Planntn2  Prescriptions:  Any  prescription  clas- 
sified as  family  planning  will  not  count  against  the  three 
prescription  limit  for  Medicaid  recipients.  □ 


SCIMER  SAVINGS  AND  RETIREMENT  PROGRAM 

The  SCMA,  through  its  foundation,  the  South  Carolina  Institute  for  Medical  Education  and  Research  (SCIMER) 
has  implemented  an  innovative  savings  and  retirement  program  for  physicians  statewide.The  Section  170 
program  was  under  review  for  over  a year  before  being  approved  by  SQMER  board.  The  Section  170  program 
derives  its  name  from  the  fact  that  it  is  approved  under  Section  170  of  the  Internal  Revenue  code.  It  is  a tax 
deductible  gift  annuity  which  allows  the  physician  to  make  deposits  in  an  account  with  SCIMER.  SCIMER 
legally  commits  itself  to  pay  a retirement  annuity  for  two  people  for  as  long  as  either  is  alive.  Also,  the 
physicians'  income  stream  is  guaranteed  by  an  A+  superior  rated  insurance  company  and  reinsured  by  another 
A+  superior  rated  reinsurance  company. 

The  vehicle  used  to  provide  income  to  the  physician  is  a gift  annuity  which  pays  a fixed  percentage  rate.  The 
I*ysician  gets  an  enhanced,  guaranteed  rate  of  return  with  safety  and  a tax  deduction  each  year  for  the  amount 
he  deposits  in  his  annuity.  There  are  no  limits  on  the  amount  the  physician  can  contribute  each  year.  The 
I^ysician  may  deduct  up  to  50  percent  of  his  or  her  adjusted  gross  income  in  any  one  year  and  carry  forward  any 
excess  for  five  years.  Income  may  be  started  any  time  without  penalty,  unlike  a qualified  plan.  There  are  never 
any  fees  or  charges  with  Section  170  and  the  physician  has  the  flexibility  to  increase  contributions  or  make  lump 
sum  year-end  deposits.  The  program  also  takes  contributions  of  stock  or  land  to  fund  the  program. 

The  physician  creates  an  endowment  in  his  name  with  SQMER  by  giving  the  foundation  permission  to  insure 
him  or  her.  Somewhere  in  the  future,  at  the  demise  of  the  physician,  the  foundation  gets  an  endowment  in  the 
I^ysicians'  name.  The  foundation  gets  no  current  benefit  from  the  physicians'  contribution.  Ultimately,  all  funds 
from  the  Section  170  program  are  used  exclusively  for  programs  in  medical  education  and  research  for  the 
benefit  of  physicians  in  the  state  of  South  Carolina. 

For  additional  information  regarding  the  SCIMER  Section  170  plan,  call  SCMA  Headquarters  and  leave  a 
message  for  Richard  Howard  or  Brian  Bock.  □ 


2 


PHYSICIANS  CARE  NETWORK  UPDATE 


Physicians  Care  Network  has  named  Barbara 
Whittaker  as  Senior  Vice  President,  and  George  H. 
O'Laughlin,  of  Summerville,  has  joined  the 
Physicians  Care  Network  staff  as  Director  of 
Maiketing.  George  has  10  years  experience  in  health 
insurance  sales  specializing  in  managed  care 
products. 

To  date,  14  hospitals  have  contracted  with  Physicians 
Care  Netwoilc,  and  negotiations  are  pending  with  an 
additional  17  hospitals.  The  number  of  providers 
continues  to  increase  with  approximately  2,450 
physicians  enrolled. 

Physicians  Care  Network  staff  is  compiling  a contact 
list  of  SCMA  members  who  have  an  association  with 
key  persons  in  the  business  industry  throughout  the 
state.  Information  is  forthcoming  concerning  how 
you  can  assist  staff  in  its  marketing  efforts  of 
contracting  companies  into  the  netwoik. 


PHYSICIANS  URGED  TO  CONTACT 
OSHA  ON  ENVIRONMENTAL  SMOKE 

The  AMA,  responding  to  tobacco  industry  efforts  to 
generate  “spontaneous”  letters  to  OSHA  protesting  its 
proposed  rules  on  exposure  to  environmental  tobacco 
smoke,  is  uiging  physicians  and  medical  oiganizations 
to  contact  OSHA  as  well. 

The  tobacco  industry  reportedly  is  generating  up  to 
1 ,000  letters  a day,  and  a strong  respaise  from  the  health 
care  community  is  needed.  Letters  should  come  from 
state  and  local  medical  societies,  specialty  societies,  and 
particularly  from  physicians  who  can  relate  individual 
case  studies  about  the  harmful  effects  of  exposure  to 
passive  smoke. 

Send  letters  (with  three  copies)  within  60  days  to:  OSHA 
Docket  ltH-122,  Room  N-2625, 200  Constitution  Ave., 
NW.  Washington.  DC  20210. 


DHEC  CONTROLLED  SUBSTANCES  UPDATE 


Rescheduling  of  Talwin  (Pentazocine):  Recent 
enactment  of  House  Bill  H.4872  rescheduled  the  oral 
dosage  forms  of  Talwin  (Pentazocine)  as  Schedule  IV 
controlled  substances  in  South  Carolina;  thus, 
Talacen,  Talwin  Compound  and  Talwin  Nx  may  be 
dispensed  pursuant  to  either  written  or  oral 
prescriptions,  and  if  indicated,  such  prescriptions  may 
be  refilled  up  to  five  times,  or  for  a period  of  six 
months.  Talwin  injection  remains  in  Schedule  n and 
may  only  be  dispensed  pursuant  to  a written 
prescription  or  upon  oral  authorization  in  an 
emergency  situation. 

Expiration  Dates  for  South  Carolina  Controlled 
Substances  Registration  Certificates:  Recent 
enactment  of  House  Bill  H.4873  provides  for  changes 
in  the  expiration  dates  of  South  Carolina  Controlled 


Substances  Registration  Certificates.  Physician 
registrations  with  certificates  issued  prior  to  July  1, 
1994,  will  expire  on  October  1,  1994,  instead  of 
August  17,  1994,  the  date  indicated  on  the  current 
certificate.  These  registrants  will  renew  and  pay  the 
annual  renewal  fee  prior  to  October  1, 1994,  not  prior 
to  August  17th.  as  indicated  on  the  application  which 
they  will  receive  in  July,  and  these  registrations  will 
expire  on  October  1, 1995  and  October  1 of  each  year 
thereafter.  Physician  registrations  with  certificates 
issued  on  or  after  July  1, 1994  will  expire  on  October 
1 of  each  year  thereafter. 

If  you  have  any  questions,  please  contact  the  Bureau 
Registration  Section  at  (803)  935-7815  or  by  FAX  at 
(803)  935-7820.  □ 


3 


TOLL-FREE  HOT  LINE  TO  HELP 
COORDINATE  DONOR  INFORMATION 

The  state's  three  primary  organ  and  tissue 
procurement  agencies  have  teamed  up  to  establish  a 
toll-free  phone  number  for  hospitals  to  use  in 
referring  potential  oigan,  tissue  or  eye  donors. 

Beginning  this  month,  hospital  personnel  may  dial  1- 
800-269-9777,  and  they  will  be  connected 
immediately  with  the  SC  Organ  Procurement  Agency, 
the  American  Red  Cross  Southeastern  Tissue  Services 
and  the  SC  Lions  Eye  Bank.  Health  care  personnel  no 
longer  have  to  remember  three  or  four  phone 
numbers,  but  may  simply  dial  the  Donor  Referral 
Network's  answering  service  at  1-800-269-9777.  The 
service  will  contact  the  appropriate  agency,  thus 
making  it  easier  for  medical  professionals  to  notify 
the  agencies  of  potential  donors. 

This  toll-free  number  is  for  use  only  by  hospitals  or 
other  donor  referral  personnel  and  not  for  use  by  the 
general  public.  □ 


MANAGEMENT  EDUCATION  PROGRAM 
(MEP) 

Winthrop  University,  in  cooperation  with  the  Amer- 
ican College  of  Medical  Practice  Executives 
(ACMPE),  will  offer  the  Management  Education 
Program  for  Health  Care  Professionals  effective  Sep- 
tember 16,  1994  on  the  campus  of  Winthrop  Uni- 
versity in  Rock  Hill.  The  program  is  a 12-module 
course  “modeled  on  the  traditional  MBA  program, 
designed  specifically  for  physicians  and  adminis- 
trators working  in  healthcare  organizations.”  Meet- 
ings are  once  per  month  on  Friday  afternoon  and  Sat- 
urday morning,  and  the  program  content  provides 
intensive  courses  which  touch  on  all  aspects  of 
healthcare  management,  finance,  marketing,  man- 
agement information  systems  and  legal  issues  now 
affecting  healthcare. 

For  application  form  and!  or  additional  information, 
contact  Dr.  Wilhelmenia  Rembert  at  (803 ) 323-2204, 
or  James  Hacker  at  (803 ) 323-2186. 

□ 


PUBLICATIONSA^IDEOTAPES  AVAILABLE 

The  SCMA  Risk  Management  Committee  has  produced  a revision  of  the  tape,  “Patients  are  People  too.” 
Two  versions  are  available,  one  for  a hospital  setting  and  one  related  to  a clinic  setting.  The  tapes  are  use- 
ful educational  tools  for  your  office  staff. 

To  view  either  of  the  tapes  on  loan,  contact  Pam  Taylor  at  SCMA  Headquarters.  □ 


LEGISLATIVE  UPDATE 

SCMA  $taff  Is  curreiilly  working  on  o Update^’  to  recap  the  passed  by  tbe  SC 

General  Ass^bly  which  affect  physidans  and  their  practices.  At  press  time,  tb&  governor  had 
not  yet  i^gned  the  majcnrlty  of  the  bills,  although  it  is  antidpat»i  he  wiO  In  the  very  near  future. 

Watch  ymir  mdll  in  the  nend;  few  v^ksfoa"  a com|ddele^^ve  update. 
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THE  SURGERY  OF  EXTRACRANIAL  VASCU- 
LAR OCCLUSIVE  DISEASE 

EDWARD  C.  MORRISON.  M.  D.* 


Stroke  remains  the  third  leading  cause  of 
death  in  the  United  States  and  has  a current 
annual  incidence  of  195/1()(),00()  population.' 
The  long  term  sequelae  of  stroke  are  not  with- 
out significance:  Nearly  two-thirds  of  stroke 
victims  are  permanently  disabled  to  some 
degree  and  nearly  one-third  of  the  long  term 
survivors  of  stroke  will  require  prolonged 
inpatient  rehabilitation.'  Current  estimates 
suggest  that  one-half  of  the  strokes  in  the 
United  States  are  related  to  carotid  distribu- 
tion circulation  and  these  strokes  are  closely 
associated  with  atherosclerotic  involvement  of 
the  carotid  bifurcation.  Obviously  the  eco- 
nomic impact  of  stoke  in  the  United  States  is 
burdensome  (estimated  28  billion  dollars 
annually^)  and  major  collaborative  efforts 
between  neurologists  and  vascular  surgeons 
have  sought  to  identify  not  only  those  patients 
at  risk  for  stroke  but  also  those  patients  in 
whom  carotid  endarterectomy  may  reduce 
stroke  incidence. 

SURGERY  OF  THE  CAROTID  ARTERY 

Atherosclerosis  is  the  overwhelming  etiology 
of  carotid  bifurcation  disease  and  although 
arterial  fibrodysplasia  does  affect  the  carotid 
arteries,  this  rare  entity  accounts  for  less  than 
five  percent  of  carotid  disease.  Classification 
of  the  clinical  syndromes  of  carotid  disease 
into  pleasantly  organized  categories  continues 
to  cause  consternation  among  clinicians.  Such 
terms  as:  TIA,  RIND,  stuttering  hemiplegia, 
etc.,  and  the  often  used  Marseilles’  Classifica- 
tion developed  prior  to  the  advent  of 
widespread  usage  of  CT  scanning  and  mag- 
netic resonance  imaging.  Thus,  carotid  symp- 
tom complexes  need  redefinition!  Additional- 
ly with  the  widespread  usage  of  Duplex  scan- 
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ning,  the  tissue  characteristics  of  carotid 
plaques  (soft,  fibrous,  ulcerated,  heteroge- 
nous, etc.)  are  discernible  and  these  character- 
istics will  be  found  to  have  significant  inllu- 
ence  in  the  natural  history  of  plaque  progres- 
sion and  clinical  symptoms. 

Recently,  a Report  of  the  Ad  Hoc  Commit- 
tee to  the  Joint  Council  of  the  International 
Society  for  Cardiovascular  Surgery  recom- 
mended practice  guidelines  for  carotid 
endarterectomy  (CEA)  for  the  full  spectrum  of 
symptomatic  presentations:  transient  ischemic 
attacks,  prior  stroke  with  minimal  residual 
deficit,  asymptomatic  carotid  stenosis,  global 
ischemic  symptoms,  acute  stroke,  and  stroke 
in  evolution."'  This  excellent  review  provides  a 
logical  classification  of  carotid  disease  and 
thoroughly  examines  natural  history,  clinical 
evaluation  techniques,  historical  results  of 
medical  and  surgical  management,  and  pro- 
vides guidelines  for  appropriateness  of  car- 
otid endarterectomy.  Obviously,  the  breadth  of 
the  Ad  Hoc  report  is  beyond  the  confines  of 
this  brief  review  but  it  is  strongly  recommend- 
ed to  the  clinician  with  interests  in  vascular 
surgery ! 

TECHNIQUES  OF  CAROTID  ENDAR- 
TERECTOMY 

The  technique  of  carotid  endarterectomy 
(CEA)  has  been  described  since  the  late  1950s " 
and  surgeons  have  developed  various  nuances 
and  principles  in  performance  of  the  CEA. 
Anesthetic  techniques  range  from  straight 
local,  to  cervical  block,  to  general  endotr- 
acheal. Arterial  pressure  monitoring  is  a stan- 
dard, however,  monitoring  of  the  electroen- 
cephalogram (EEC)  remains  controversial. 
Eull  12  lead  EEG  monitoring  can  be  very  use- 
ful with  appropriate  intraoperative  interpretive 
support,  however,  the  commercially  available 
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6 lead  monitors  (Idfcscan)  can  lead  to  false 
eomplaeeney  beeause  of  leehnieal  shorleom- 
ings  of  limited  eortieal  monitoring.  The  utiliza- 
tion of  intraoperative  shunting  continues  to 
rouse  controversy;  the  usual  selective  criteria 
include  clinical  status  of  the  patient,  angio- 
graphic status  of  contralateral  carotid  and 
physiologic  status:  inadequate  stump  pressures 
or  intraoperative  changes  in  EEG.  The  proper 
technique  of  CEA  necessitates  an  endarterec- 
tomy through  the  outer  planes  of  the  media 
and  a tapering  of  the  intima  into  the  internal 
carotid  artery  without  the  disastrous  threat  of 
an  intimal  dissection.  Closure  of  the  artery  as 
well  remains  controversial  with  proponents  of 
primaiy  closure  or  patch  angioplasty  (prosthet- 
ic vs.  vein).  Completion  monitoring  of  CEA 
has  evolved  from  no  monitoring  to  continuous 
wave  Doppler  to  operative  angiography  and 
most  recently,  intraoperative  duplex  scanning 
for  flow  or  intimal  abnormalities. 

It  is  a forgone  conclusion  that  until  prospec- 
tive randomized,  blind  studies  are  available, 
the  superior  technique  of  CEA  will  be  fleet- 
ing. Until  then,  each  surgeon  must  evolve  a 
protocol  with  which  he  is  comfortable  and 
which  will  also  yield  results  that  fall  within 
national  norms.  Additionally,  any  hospital  in 
which  CEA  is  performed  must  provide  a com- 
petent surgeon  with  excellent  anesthetic  sup- 
port, a seasoned  operative  team  and  updated 
postoperative  facilities  in  order  to  abide  by 
recommended  national  standards.'’ 

SURGERY  OF  THE  SUBCLAVIAN-VER- 
TEBRAL ARTERIES 

Surgical  reconstruction  of  the  subclavian  and 
vertebral  arteries  is  performed  less  frequently 
than  carotid  reconstruction,  however,  posterior 
circulatory  disturbances  are  an  important  facet 
of  cerebrovascular  disease.  Although  “the  ver- 
tebral artery  lies  buried  in  a sea  of  generali- 
ties. prejudices,  fear  and  ignorance,”^ 
atherosclerotic  naiTOwing  of  the  vertebral  and 
subclavian  arteries  can  result  in  vertigo,  atax- 
ia, dizziness,  syncope,  bilateral  paresthesias. 


cerebellar  infarction  and  arm  ischemia.  Within 
the  last  20  years,  a variety  of  surgical  tech- 
niques have  evolved  to  rectify  aortic  arch, 
subclavian  and  vertebral  disease  without  the 
attendatit  morbidity  of  direct  aortic  arch 
reconstruction.  These  techniques  include  ver- 
tebral artery  endarterectomy,  carotid  subcla- 
vian bypass,  and  subclavian  and  vertebral 
transpositions.  Surgical  appropriateness  for 
these  procedures  includes  those  patients  with 
disabling  vertebral  basilar  insufficiency  with- 
out significant  carotid  arterial  occlusive  dis- 
ease. and  patients  with  disabling  subclavian 
steal  syndrome. 

SUMMARY 

The  task  of  reducing  the  entire  field  of 
extracranial  cerebrovascular  disease  to  a 
review  of  this  brevity  may  be  Sisyphean.  The 
surgical  therapy  of  extracranial  cerebrovascu- 
lar disease  has  developed  into  an  established 
mode  with  excellent  support  from  major  clini- 
cal trials.  In  regards  to  symptomatic  carotid 
disease,  the  North  American  Symptomatic 
Carotid  Endarterectomy  Trial  (NASCET).  and 
the  European  Carotid  Surgery  Trial  (ECST) 
have  both  strongly  endorsed  surgical  therapy 
in  patients  with  70  to  99  percent  stenosis.  In 
the  near  future,  results  from  two  major  asymp- 
tomatic trials.  Asymptomatic  Carotid  Artery 
Stenosis  Study  (ACAS)  and  Asymptomatic 
Carotid  Stenosis  Veterans  Administration 
Study  (VA  No.  167)  should  be  available  to 
illuminate  the  controversies  of  asymptomatic 
disease.  Undoubtedly,  new  technologies  such 
as  duplex  scanning  and  magnetic  resonance 
angiography  will  have  greater  roles  in  the 
screening  of  our  rapidly  aging  population  for 
these  diseases.  Finally,  vascular  surgery,  a 
major  consumer  of  high  technology  in  hospi- 
tal resources,  will  be  continually  scrutinized 
by  the  regulating  agencies  in  the  future.  It  will 
behoove  all  interested  parties  to  pursue  in  hos- 
pital registries  for  monitoring  of  outcome  data 
in  this  evolving  field.  □ 
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MEDICAL  MANAGEMENT  OE  ISCHEMIC 
CEREBROVASCULAR  DISEASE 


JOHN  W.  PLYLER,  M.  D.* 


INTRODUCTION 

Stroke  is  our  loading  cause  of  disability  in 
adults  and  the  third  main  cause  of  death.  With 
education,  new  therapies,  and  urgent  interven- 
tion, it  is  estimated  that  up  to  85  percent  of  all 
strokes  can  be  prevented  or  their  effects 
reduced.  For  South  Carolina,  in  the  heart  of 
the  high  risk  “stroke  belt,”  the  continued 
development  of  effective  means  of  diagnosis 
and  treatment  of  stroke  is  of  crucial  impor- 
tance for  public  health,  economy,  and  quality 
of  life.  Prevention  of  stroke  and  additional 
brain  damage  following  stroke  remains  the 
most  important  aspect  of  stroke  management. 
While  there  are  no  treatments  with  clearly 
reproducible  positive  results,  there  are  treat- 
ment programs  which  have  demonstrated  pos- 
itive trends  in  prevention  and  outcome;  new 
areas  of  treatment  and  prevention  are  becom- 
ing available. 

PREVENTION  AND  MANAGEMENT 

Modification  of  risk  factors  is  the  mainstay  of 
stroke  prevention  treatment.  Table  I lists  risk 
factors  and  their  relative  risk  for  stroke  based 
on  mega  analysis  of  clinical  data  available.' 
Other  risk  factors  include  infectious  diseases 
such  as  syphilis,  TB,  endocarditis;  inflamma- 
tory disease  such  as  lupus  and  anti-phospho- 
lipid  syndrome;  drugs  such  as  cocaine  and 
high  dose  estrogens;  blood  dyscrasias;  and 
potential  risks  have  been  reported  with  elevat- 
ed uric  acid,  climiate,  stress,  high  sodium  and 
low  potassium,  and  sedentary  lifestyle.  Man- 
agement of  risk  factors  is  reviewed. 

A.  Previous  TIA  or  CVA 

Individuals  with  previous  events  are  at  high 

risk  for  stroke:  those  with  crescendo  TIAs, 


prolonged  events  (>l  hour  in  duration),  or 
recent  events  (first  week  after  a TIA).'^  Appro- 
priate management  is  individualized  on  a case 
by  ease  basis  with  understanding  of  the  patho- 
physiology of  the  clinical  subtype  of  vascular 
ischemia  coupled  with  awareness  of  potential 
interacting  or  limiting  variables  such  as  age 
and  concurrent  illnesses.  The  main  cause  of 
death  in  these  high  risk  patients  is  cardiac 
infarction  or  sudden  death.  Currently,  evalua- 
tion and  treatment  I'or  coronary  artery  disease 
must  be  on  a case  by  case  basis;  no  clear  car- 
diac management  has  been  established  for  this 
group  and  more  extensive  research  is  needed 
to  determine  proper  treatment.  As  aspirin  and 
tielopidine  have  been  shown  to  have  value  in 
prevention  of  infarction,  these  are  commonly 
prescribed  in  these  high  risk  groups.^ 

Carotid  endarterectomy  has  been  shown  to 
significantly  lower  risk  of  ipsilateral  stroke  in 
patients  with  >70  percent  stenosis  of  the  inter- 
nal carotid  artery.  The  role  for  surgical  inter- 
vention in  moderate  disease  and  asymptomatic 
cases  has  not  been  established;  medical  treat- 
ment remains  the  current  main  therapy  in 
these  groups."  A number  of  studies  have 
shown  usefulness  of  antiplatelet-aggregating 
drugs  following  endarterectomy  and  many 
prescribe  these  post-operatively.  Anticoagu- 
lant and  antithrombotic  drugs  and  antiplatelet- 
aggregating drugs  are  the  major  medical  thera- 
pies available  for  lowering  risk  in  high  risk 
TIA  patients. 

I.  Anticoagulant  and  antithrombotic  drugs  : A 
common  approach  to  the  high  risk  TIA  patient 
is  a short  course  of  treatment  with  intravenous 
heparin  followed  by  maintenance  medical 
therapy  or  endarterectomy.  While  the  rationale 
is  strong,  supportive  data  is  limited  and  a large 
trial  is  needed  to  determine  the  usefulness  of 
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TABLE  1 

TREATMENT  AL(;ORITHM 

Controllable 

(4-6  X risk) 

1.  High  Blood  Pressure 
-Most  important  controllable  risk  factor 
-Affects  one  in  three  American  adults 
-140/90  is  normal  for  adults 

(2-6  X risk) 

2.  Heart  Disease 
-especially  Atrial  Eibrillation 
-causes  blood  clots  to  form 

(2  X risk) 

3.  High  Red  Blood  Cell  Court 

-Thickens  blood  and  makes  clotting  more  likely 

(2-4  X risk) 

4.  Cigarette  Smoking 

-Increases  blood  pressure 

-Causes  platelets  to  stick  together 

-Shortens  platelet  survival 

-Decreases  clotting  time 

-Increases  blood  thickness 

-Woman  on  birth  control  pills  and  smoke 

(22  X risk) 

Uncontrollable 

5.  Alcohol 

6.  Overweight 

7.  Cholesterol 

-2()0  or  below  is  normal 

8.  Physical  Inactivity 

1.  Age 

-risk  doubles  every  decade  after  age  55 

2.  Sex 

-25%  greater  risk  in  males 

(3  X risk) 

3.  Diabetes 

(2-4  X risk) 

4.  Race 

-stroke  100%  greater  in  blacks 

( 10  X risk) 

5.  Previous  Stroke  or  TIA 

(5  X risk) 

6.  Heredity 

-5  X (recent  study  of  twins) 

(2-4  X risk) 

7.  Asymptomatic  Carotid  Bruit 

interim  heparin  therapy.  Additionally,  low 
molecular  weight  heparins  may  have  pharma- 
cological and  therapeutic  advantages  but 
intensive  study  of  these  agents  is  needed.’  The 
use  of  long  term  heparin  therapy  is  unsupport- 
ed by  clinical  study,  offers  no  recognized 
advantage  over  warfarin,  and  is  not  cuiTently 
recommended.  The  most  widely  used  antico- 
agulant is  warfarin.  While  past  reported  major 
bleeding  risks  have  ranged  up  to  22  percent, 
recent  studies  have  shown  lower  risks  of  <2.5 


percent  with  the  use  of  low  level  anticoagu- 
lants, close  monitoring  of  levels,  and  patient 
selection  for  appropriateness  of  therapy. 

Long  term  anticoagulation  is  recommended 
in  patients  with  prosthetic  heart  valves,  severe 
rheumatic  heart  disease,  and  severe  cardiomy- 
opathies.'’ Recent  studies  have  supported  long- 
term anticoagulation  on  oral  warfarin  for 
patients  with  chronic  atrial  fibrillation.^  It  is 
recommended  that  warfarin  be  given  for  three 
weeks  prior  to  elective  cardioversion  in 
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palicnls  who  liavo  boon  in  alrial  I'ihrillalion  for 
over  two  days,  and  that  anlicoagulalion  thera- 
py be  maintained  until  I'oiir  weeks  of  normal 
rhythm  is  established. '' 

Oral  anlieoagiilation  is  second  line  treatment 
I'or  atherselerotie  disease;  adequate  data  is  not 
presently  available.  Warfarin  may  be  indicated 
for  jiatients  allergic  or  intolerant  to  aspirin  or 
tiek)pidine,  patients  with  eontiiuied  symptoms 
on  antiplatelet  therapy,  or  those  who  have  slow 
flow  states  sueh  as  vertebrobasilar  ischemia, 
high  grade  stenosis,  or  intracranial  stenosis. 

2.  Antiplatelei-agf>rc^ating  drug’s:  The 
Antiplatelet  Trialists  Collaborative  Group 
reviewed  available  clinical  research  data  and 
found  antiplatelet  drugs  are  effective  in  risk 
rednetion  for  stroke.  Ml,  and  vascular  death. 
Aspirin,  the  most  evaluated  drug  for  stroke 
prophylaxis,  is  effective,  inexpensive,  and  rel- 
atively safe;  it  has  become  the  gold  standard 
for  medical  management  in  ischemic  cere- 
brovascular disease.’  The  optimal  dose  for 
aspirin  has  not  been  established;  current  rec- 
ommended dosing  is  325  mg.  daily  up  to  the 
1300  mg.  FDA  approved  daily  dosing  regi- 
men. Tielopidine  is  the  first  agent  shown  to  be 


superior  to  aspirin  in  stroke  prevention.  In  the 
large  clinical  trial  TA.S.S,  tielopidine  was 
demonslratead  to  have  an  improved  risk 
reduction  for  stroke  and  death  over  aspirin 
with  both  initial  and  recurrent  strokes  in 
women  as  well  as  men.  Tielopidine  selectively 
inhibits  ADF-indueed  platelet-fibrinogen 
binding  and  subsequent  platelet  aggregation. 
It  is  generally  well  tolerated;  the  most  fre- 
quent side  effect  is  abdominal  pain  and  diar- 
rhea with  the  most  serious  potential  eompliea- 
tion  being  neutropenia.''  CBC  monitoring 
every  two  weeks  for  the  first  90  days  of  treat- 
ment is  recommended.  Those  who  cannot  tol- 
erate tielopidine  or  who  are  at  risk  for  eompli- 
eations  should  be  given  aspirin  unless  other- 
wise et)ntraindieated. 

B.  Hypertension 

Systolic  and  diastolic  hypertension  increase 
risk  for  all  stroke  types  and  pressures  over 
160/90  warrant  close  attention.  The  following 
Table  2 is  a management  program  recom- 
mended by  the  NIFI  Joint  National  Committee 
on  High  Blood  Pressure. 

C.  Heart  Disease 


TABLE  2 

TREATMENT  ALGORITHM 

Lifestyle  Modifications 
Weight  reduction 
Moderation  of  alcohol  intake 
Regular  physical  activity 
Reduction  of  sodium  intake 
Smoking  cessation 
lnadei|uate  Response* 

Continue  Lifestyle  Modifications 
Initial  Pharmacological  Selection: 

Diuretics  or  Beta-blockers  are  prefened  because  a reduction  in  morbidity  and  mortality  has  been  demonstrated. 

ACE  inhibitors.  Calium  antagonists.  Alpha  1 -receptor  blockers,  and  the  Alpha-beta  blocker  have  not  been  tested  nor 
shown  to  reduce  morbidity  and  moilaliby. 

Inadequate  Response* 

Increase  Drug  Dose  or  Substitute  Another  Drug  or  Add  a Second  Agent  from  a Different  Class 

* Inadequate  Response* 

Add  a Second  or  Third  Agent  and/or  Diuretic  if  not  Already  Prescribed 


332 


The  Journal  of  the  South  Carolina  Medical  Association 


MEDICAL  MANAGEMENT 


TABLE  3 

RISK  MANAGEMENT 

Risk  Factor 

Treatment 

Hypertension 

Weight  reduction.  NA+  and  K+  intake  regulation. 
Antihypertensive  drugs 

Heart  Disease 

Aspirin,  Coumadin.  Antiarrhylhmic  drugs 

TIA  and  Previous  Stroke 

Aspirin.  Ticlopidine 

Carotid  Bruits 

Aspirin 

Diabetes  Mellitus 

Glucose  Control 

Smoking 

Cessation 

High-Estrogen  Therapy 

Low-estrogen  therapy 

Intlammatory  or  Infectious  Disease  Treat  underlying  disorder 

Lipids 

Diet,  Lipid  lowering  drugs 

Obesity 

Weight  control 

Blood  Disorder 

Treat  underlying  disorder 

Vascular  disease,  ischemic  disease,  heart  fail- 
ure. and  arrhythmias  are  risk  factors.  Patients 
with  severe  cardiomyopathy,  prosthetic 
valves,  rheumatic  heart  disease  may  require 
acute  and  chronic  anticoagulation  therapy. 
Patients  with  infaretion.  akinetic  segments  and 
septal  defects  may  need  short-term  anticoagu- 
lation. i.e.  <3  months.-  Arrhythmia  patients 
are  candidates  for  long-term  anticoagulation 
with  recent  studies  confirming  benefits  in 
chronic  atrial  fibrillation. 


vascular  disease.  A time  of  two  hours  or  less 
is  probably  required  to  avoid  deficit  and  some 
studies  indicate  the  need  for  onset  of  treatment 
within  ninety  minutes  of  onset  of  symptoms. 
There  is  no  clearly  established  medical  treat- 
ment of  stroke.  Eigure  I demonstrates  a sug- 
gested approach  from  a regimen  outlined  by 
Stephen  Oppenheimer."  All  patients  need 
medical  attention.  DVT  prophylaxis,  treat- 
ment of  complications,  and  measures  for  sec- 
ondary prevention. 


D.  limits 

Carotid  bruits  indicate  atherosclerotic  disease. 
Surgery  is  the  treatment  of  choice  in  symp- 
tomatic bruits  with  high  grade  stenosis  of  the 
internal  carotid.  The  proper  treatment  of 
asymptomatic  carotid  bruits  is  currently  under 
investigation  in  clinical  trials.  At  present, 
aspirin  is  considered  a reasonable  prophylac- 
tic therapy  for  documented  asymptomatic 
carotid  atherosclerosis.- 

The  major  risk  factors  and  management 
have  been  reviewed.  Table  3 outlines  other 
treatment  regimes.  It  is  likely  that  risk  factors 
interact  in  at  least  an  additive  fashion  but 
more  likely  in  a non-linear  manner;  overall 
risk  is  probably  more  eomplex  and  greater 
than  the  simple  sum.- 

acutp:  management 

Recent  studies  and  trials  have  shown  that 
early  treatment  is  a major  faetor  in  treating 


A.  The  ABCs 

Airway  pateney  and  circulation  stability  must 
be  eonfirmed.  Attention  must  be  maintained 
for  predisposing  factors  and  possible  cardiac 
injury.  Because  of  likely  lowered  cerebral 
oxygenation  and  ventilatory  function,  supple- 
mental oxygen  of  two  to  four  liters  per  minute 
nasally  is  suggested.’ 

B.  Blood  Pressure 

Approximately  70  to  80  pereent  of  stroke 
patients  present  with  elevated  blood  pressure 
that  rellects  both  hypertension  as  a risk  factor 
and  impairment  of  eerebral  autoregulation. 
Table  4 outlines  an  approach  to  management 
of  acute  hypertension  in  stroke."  As  a general 
rule,  patients  with  pressures  less  than  systolic 
180  and  diastolic  105  are  not  acutely  treated 
in  the  first  week  of  stroke  unless  there  is  the 
development  of  complications  such  as  cardiac 
infarction,  dissection  or  pulmonary  edema.  A 
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spontaneous  decline  in  pressure  may  oeeur  dur- 
ing the  first  week  after  stroke  requiring  dose 
monitoring  to  avoid  rapid  drops  which  might 
cause  decreased  blood  and  oxygen  to  potential- 
ly viable  brain  tissue.  Suggested  guidelines 
indicate  initial  rate  of  decrease  of  pressure  of  5- 
10  mm/hr  for  the  first  four  hours  and  then  5-10 
mm/4  hr  until  target  pressure  in  the  range  of 
160/95-100  or  range  of  180/105-110  in  the 
known  hypertensive  patient.  More  aggressive 
intervention  may  be  needed  if  there  are  associ- 
ated complicating  cardiac  or  medical  illnesses. 
Long-term  therapy  goals  and  treatment  pro- 
grams may  be  considered  after  the  first  three 
days  of  acute  therapy. Hypotension  may  devel- 
op as  a central  effect  and  from  aniiythmias  and 
should  be  treated  with  antiarrhythmie  and 
ionotropes  as  clinically  indicated. 

C.  Glucose 

Glucose  level  is  elevated  in  25  percent  of 
stroke  patients.  While  some  are  diabetics  and 
in  some  the  elevation  is  a stress  response,  a 
significant  number  are  undiagnosed  diabetics. 
Experimental  and  clinical  studies  have  shown 
that  chronic  and  transient  hypergelycemia 
results  in  poorer  outcome  and  intervention 
acutely  is  recommended  with  optimal  glucose 
range  being  in  the  60-90  mg/dl  range;  the 
administration  of  glucose  in  the  acute  phase 
should  be  avoided. - 


TAHLi:4 

1.  ir  systolic  HP  is  180-2.^0  mmttg  or  diastolic  HP  is 
I().‘>-I20  mmllg,  or  both,  emergency  therapy 
should  be  delerretl  in  the  absence  of  documented 
intracerebral  hemorrhage,  acute  myocardial 
infarction,  or  left  ventricular  failure. 

2.  If  diastolic  blood  pressure  (HI')  is  >140  mmllg  on 
two  readings  5-10  min.  apart,  start  an  infusion  ol' 
sodium  nitroprusside  (0.5-10  mg/kg  per  minute). 

?i.  If  systolic  HP  is  >2.50mmHg  or  diastolic  ItP  is  121- 
140  mmllg,  or  both,  on  two  readings  20  min.  apart, 
give  labetalol,  10  mg  intravenously  over  1-2  min. 
until  a satisfactory  HP  reduction  is  achieved  or 
until  a cumulative  dose  of  .500  mg  has  been 
administered  by  this  tninibolus  technique. 
Labetalol  is  avoided  in  patients  with  asthma, 
cardiac  failure,  or  severe  cardiac  conduction 
abnormalities.  Alternative  therapy  may  be 
considered  with  nifedipine,  10  mg  orally  or 
sublingually,  but  nifedipine  should  be  used 
cautiously  in  stroke  patients  as  an  overly  rapid 
decline  in  blood  pressure  is  not  comon. 


I).  Cardiac 

CartJiac  complication.s  are  the  cause  of  up  to 
20  percent  poststroke  (deaths.  Car(Jiac  moni- 
toring in  the  first  24  hours  is  important  antJ 
(daily  reviews  of  cartdiac  symptoms  aii(d  initial 
signs  are  important.  Routine  laboratory  injury 
profiles  and  daily  EKGs  are  of  low  yield  with- 
out other  suggestive  signs  or  symptoms. 

E.  Pulmonary  Embolism  and  DVT 

In  stroke  patients,  pulmonary  embolism  may 
cause  up  to  25  percent  of  acute  stroke  deaths; 
therefore  preventive  measures  are  paramount 
and  the  following  guidelines  are  suggested;- 

1.  Pneumatic  compression  boots  for  patients 
at  bed  rest. 

2.  SQ  Heparin  5000  Id  every  12  hours  if  no 
contraindication. 

3.  Daily  examination  for  evidence  of  DVT 
and  respiratory  symptoms. 

4.  Duplex  ultrasound  and/or  VQ  scanning  in 
patients  with  positive  or  suggestive  exams 

5 Anticoagulation  unless  contraindicated  if 
the  diagnosis  is  established. 

F.  Pneumonia 

Aspiration  is  the  primary  cause  of  pneumonia  in 
this  patient  group  and  may  cause  1 5 to  25  per- 
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cent  of  stroke  deaths.  As  preventive  treatment,  it 
is  recommended  that  oral  feeding  be  delayed 
until  there  is  an  intact  cough  on  command  and 
intact  swallowing  of  sips  of  water.  Signs  sug- 
gestive of  pneumonia  wamint  aggressive  inter- 
vention and  empiric  therapy  is  recommended 
until  a specific  diagnosis  is  established.- 

G.  Urinary  Tract  Infection 

Almost  half  of  stroke  patients  develop  UTls 
with  most  in  association  with  use  of  indwelling 
catheters.  Intermittent  catheterization  and  con- 
dom catheterization  are  recommended  if  possi- 
ble and  systemic  treatment  reserved  for  treat- 
ment of  systemic  symptoms.''' 

H.  Skin 

Decubitus  ulcers  are  a frequent  complication 
and  potential  source  for  infection.  Preventive 
measures  include  maintaining  dry  skin,  fre- 
quent turning,  good  nutritional  support;  high 
risk  patients  should  be  kept  on  fluid  or  air 
filled  mattresses.  If  ulcers  develop,  wet  to  dry 
dressings  should  be  applied  every  six  hours 
and  antibiotics  and  debridement  may  be  need- 
ed if  this  regimen  fails.' 

I.  Cerebral  Edema 

Edema  formation  in  cerebellar  infarctions 
may  be  rapid  and  require  surgical  removal  of 
the  infarcted  cerebellar  hemisphere.  Medical 
treatment  includes  osmotic  diuresis  with  man- 
nitol 25-50  mg.  IV  every  three  to  five  hours 
with  supplementation  if  needed  with 
furosemid  20-80  mg.  IV  every  four  to  12 
hours.  Eluid  replacement  should  be  aimed  at 
maintaining  osmolality  at  300-320  mosm/L 
range  and  hypotonic  or  glucose  fluids  avoid- 
ed. Mechanical  ventillation  may  be  needed  for 
ventilatory  support  and  acute  short  term  effort 
at  minimizing  intracranial  pressure.  Edema  in 
hemisphere  infarcts  usually  becomes  problem- 
atic on  day  two  to  five.  Medical  therapy  is 
similar  to  that  for  edema  in  the  cerebellar 
infarction  except  proven  benefit  remains  to  be 
clearly  demonstrated  and  use  of  osmotic 
agents  is  usually  reserved  for  large  infarctions 
(based  on  individual  case  analysis).  Steroid 


therapy  has  no  proven  benefit  in  ischmic 
infarction  as  shown  in  a number  of  studies, 
some  studies  showing  increased  complica- 
tions, and  now  is  generally  not  recommended. 
Mechanical  ventilation  should  be  reserved  for 
respiratory  support.' 

J.  Acute  Medical  Therapy 

Heparin  is  widely  used  despite  no  clinically 
clearly  established  advantage.  Currently 
accepted  uses  are  for  patients  with  strokes  in 
evolution  and  cardioembolic  stroke.  Various 
regimens  have  been  used  with  the  following 
offered  as  a widely  used  program:  an  initial 
dose  of  5(X)()  to  lOOOO  U followed  by  continu- 
ous infusion  of  1 ()()()  u/liour;  every  12  hours  a 
PTT  should  be  checked  and  rate  adjustments 
made  to  keep  a PTT  level  of  1.5  to  2.0  times 
control.  Heparin  is  generally  continued  for  48 
hours  and  replaced  by  oral  anticoagulants  if 
indicated. '■*  Warfarin  is  not  used  initially  as  it 
takes  several  days  to  reach  appropriate  levels  of 
antiacoagulation.  Long-term  heparin  therapy  is 
unsupported  and  long-term  warfarin  use  has 
been  earlier  discussed.  Many  new  therapies  are 
under  investigation  and  offer  promising  treat- 
ment alternatives;  a low-molecular  weight  hep- 
arinoid  is  a treatment  available  in  S.C.  under 
the  NINDS  multicenter  TOAST  study  (contact 
Dr.  Tim  Carter  or  Dr.  John  Plyler). 

K.  Secondary  Prevention  In  TIA,  mild  CVA, 
and  even  severe  stroke  patients,  evaluation  for 


FIGURE  2 
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Figure  3 
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Large  stroke  with 
mass  effect 
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Repeat  CT  scan  at 
7-10  days  and 
anticoagulation 


Reassess 
at  6 weeks 


secondary  prevention  of  reeiirrence  is  impor- 
tant. Tlie  use  of  AvSA,  tielopidine,  and 
endartereetomy  have  been  discussed  in  earlier 
sections.  Adequate  data  for  secondary  preven- 
tion of  cardioembolie  stroke  is  not  yet  avail- 
able. Probable  causes  include  arrhythmia, 
valvular  abnormalities,  and  myoeardial  abnor- 
malities which  increase  the  likelihood  of 
thrombus  formation.  Figures  2 and  3 provide  a 
suggested  treatment  scheme  outlined  in  Cur- 
rent Therapy  In  Nenrologieal  Disease  and 
offer  a reasonable  approach  to  management  of 
cardioembolie  stroke."  Probable  sources  are 
generally  treated  with  long-term  anlicoagula- 
tion;  exceptions  include  recent  Ml  (three  to 
six  months  treatment),  normal  sinus  rhythm 
after  conversion  (four  to  12  weeks),  and  sick 
sinus  syndrome  (case  basis).  Patients  with 
possible  sources  are  generally  treated  with 
antiplatelet  therapy. 


SUMMARY 

Treatment  of  ischemic  cerebrovascular  dis- 
ease is  a complex  area  requring  multi-level 
assessment  and  intervention.  The  need  for 
urgent  acute  and  aggressive  intervention  is 


clear,  d'he  armamentarium  in  stroke  treatment 
is  growing  with  new  therapies  under  active 
investigation  including  thrombolytic  agents, 
NMDA  antagonists  and  amino  acid  blockers, 
and  for  radical  scavengers.  Very  likely  a mul- 
timodality medical  therapy  approach  will 
evolve  and  the  time  has  arrived  for  aggressive 
care  of  the  stroke  patient.  ~1 
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WHY  ARE  SO 
MANY 
PHYSICIANS 
BUYING  ON 


Dewees  Iseand,  SC? 


Located  only  a nine-niinute  ferry  ride 

north  of  the  Isle  of  Palms  lies  one  ot  the 
South’s  last  barrier  islands  available  for 
development. . dhewees  Island,  SC. 

Dewees  Island  is  an  island  of  over  1,200 
acres,  yet  environmental  covenants  limit  the 
number  of  homes  to  only  150.  And  with  over 
30  percent  of  the  available  lots  sold,  an  inter- 
esting statistic  arises. . .almost  50  percent  ot 
our  buyers  are  physicians. 

Here’s  why: 

“I  can’t  inui^inc  a wore  bcaiitifnlly  presevved 
island  nnthin  a stone’s  throw  of  Charleston. 


Dewees  Island  has  the  idsion  that  other  resorts 
will  ll’ish  they  had.  ” Dr.  Henri  Keiffer- 
Asheville,  NC 

“lie  loved  the  seclusion  and  privacy." 

Dr.  Allen  Mitchell  - Signal  Mountain,  TN 

“ITc  like  the  philosophy  of  deivlopinent, 
ecologically  and  emdroinnentally  and  plan  to 
retire  there.  ’ Dr.  Joseph  (Bubber)  McAlhany  - 
Greenville,  SC 

Come  explore  this  private,  oceanfront 
retreat... prices  start  at  $ 1 50,000,  with  2-acre 
oceanfront  lots  from  $315,000. 

Call  1-800-444-7352  


or  (803)  886-8783. 

Fat  Ross,  Brokcr-Iu-Charnc 
Daivcs  IsLmd  Rctil  Esunc,  Inc. 

DEWEES 

ISEAND 

Obtain  the  property  report 
required  by  federal  law  and 
read  it  before  signing  anything. 
No  federal  agency  has  judged 
the  merits  or  value,  if  any.  ot 
this  property. 

A PRIVATE.  OCEANFRONT 
ISLAND  RETREAT 
DEDICATED  TO 

ENVIRONMENTAL  PRESERVATION 

You're  a Doctor  of  Business? 
...  or  Medicine? 


I At  MPM  we  understand — we  specialize 

in  helping  doctors  manage  their  practices 
more  efficiently. 


To  arrange  for  an  appointment  or  obtain 
more  information  call  today. 

A/TPAyf  Medical  Practice 
iVlilVl  Management  Inc 

5711  Chamberlayne  Road,  Richmond,  Virginia  23227 
Phone  804-262-6900  or  1-800-262-4220 
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NOTIFY  THE  SCMA  60  DAYS  IN 
ADVANCE 


SEND  ADDRESS  CHANGES  TO: 


SCMA 

PO  BOX  11188 
COLUMBIA,  SC 


YOCON* 

YOHIMBINE  HCI 


Description;  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr ) 5 4 mg  of  Yohimbine 
Hydrochloride 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon^  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  It  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug,T2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. ''  ■3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. ' '3  4 i tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vz  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. ^ 

How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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THE  MAGNITUDE  OE  THE  PROBLEM 


Arterial  diseases  are  a leading  cause  of 
death  in  the  United  States  and  many  other 
countries.  Probably  more  important  than 
mortality  is  the  severe  disability  that  disease 
inflicts  on  many  people.  For  example,  it  is 
estimated  that  400, 000  to  500,000  first 
strokes  occur  in  the  United  States  annually. 
The  social  and  economic  impact  of  a stroke 
can  be  devastating  to  both  the  patients  and 
their  families.  Other  individuals  are 
incapacitated  by  angina  pectoris,  leg 
claudication  and  ischemic  foot  disease. 

Atherosclerosis  is  by  far  the  most  common 
cause  of  ischemic  cerebrovascular  disease. 
Other  etiologies  such  as  cranial  arteritis  and 
fibromuscLilar  hyperplasia  are  also  very 
important. 

Researchers  found  that  the  most  reliable 
indicator  of  stroke  proneness  resulting  from 
athersclerosis  is  evidence  of  ischemic  heart 
disease  manifested  by  electrocardiographic 
changes,  angina  pectoris,  previous 
myocardial  infarction,  or  congestive  heart 
failure.  Many  reports  emphasize  the  fact  that 
every  patient  who  has  symptomatic 
cerebrovascular  disease  must  be  evaluated  for 
disease  of  the  heart,  aorta  or  cervical  arteries, 
as  well  as  for  abnormalities  in  the  intracranial 
arteries  themselves. 

Some  believe  that  the  prevalence  of 
atherosclerosis  in  the  intracranial  arteries 
varies  enormously  from  one  geographic 
region  to  another  (“stroke  belts”),  as  well  as 
among  ethnic  groups  within  one  area.  Others 
disagree  with  these  conclusions. 

In  men,  atherosclerosis  affecting  the 
coronary  arteries  usually  becomes 
symptomatic  between  the  ages  of  45  and  55 
years,  while  similar  changes  in  the  cervical 
and  cranial  arteries  start  at  55-65  years  of 


age.  Women,  on  the  other  hand,  have  their 
initial  symptoms  later  in  life,  leading  one  to 
believe  that  either  a hormonal  relationship  or 
a difference  in  exposure  to  environmental  risk 
factors  play  a role. 

There  has  been  a remarkable  decline  in  the 
incidence  of  stroke  during  the  past  15-20 
years.  It  is  largely  attributed  to  the  early 
detection  and  advances  in  successful 
treatment  of  arterial  diseases,  particularly 
aggressive  management  of  hypertension 
which  not  only  is  a very  important  factor 
linked  to  intracranial  hemorrhage,  but  also 
accelerates  atherosclerosis.  The  difference  is 
also  related  to  a decreased  use  of  tobacco 
products,  modification  of  diet  and  recognition 
of  risk  factors  and  prevention.  Several  studies 
have  shown  that  the  risk  of  ischemic  stroke  is 
two  to  four  times  higher  in  smokers  than  in 
nonsmokers,  for  both  men  and  women.  The 
risk  of  cerebral  hemorrhage,  either 
parenchymatous  or  subarachnoid,  is 
particularly  striking:  smokers  have  a ten-fold 
greater  risk  of  cerebral  hemorrhage  than 
nonsmokers.  Similar  increased  risk  of 
hemorrhagic  stroke  is  associated  with  alcohol 
consumption.  Another  reported  risk  factor  for 
hemorrhagic  stroke  is  a low  serum  cholesterol 
level. 

It  is  important  for  us,  as  physicians,  to 
ascertain  the  presence  of  other  known  risk 
factors  (i.e.,  use  of  oral  contraceptives, 
presence  of  antiphospholipid  antibodies, 
hypercoagulable  states,  atrial  fibrillation, 
orthostatic  hypotension,  migraine  headache, 
mitral  valve  prolapse,  or  substance  abuse) 
and  to  apply  preventive  measures  when 
possible.  These  changes  are,  unfortunately, 
slow  and  a problem  of  ischemic 
cerebrovascular  disease  will  remain  a very 
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important  health  issue  during  tlie  entire 
eareers  ol  most  physieians.  even  tlie  youngest 
ones. 

Although  in  rieeline,  stroke  still  ranks  third, 
alter  heart  disease  and  eaneer,  as  the 
underlying  eause  of  death  in  the  United 
Stales.  Six  of  10  vietims  survive.  Rates  of 
strokes  for  blaeks  are  generally  higher  than 
those  for  whiles,  and  rales  for  men  lend  to 
approaeh  the  maximum  and  those  for  women 
the  minimum  estimates.  For  every  100 
survivors  of  stroke.  10  will  be  essentially 
normal.  40  will  have  mild  residual  disability 
interfering  with  motility,  employment  or  daily 
living.  40  will  be  disabled  severely  as  to 
require  special  care,  and  10  will  require 
institutional  care.  Across  the  country,  figures 
show  that  stroke  victims  occupy  20  percent  of 
all  skilled  nursing  home  beds.  Stroke  is  not 
only  costly  because  of  its  fatality,  physical 
and  mental  impairments  it  causes,  but  also 
because  of  its  economic  burden.  In  our 


nation.  25  percent  of  stroke  survivors  arc 
below  ()5  years  of  age.  According  to  National 
Survey  of  Stroke,  the  cost  of  stroke, 
considering  direct  and  indirect  expenditures 
and  economic  losses  engendered,  are  close  to 
nine  billion  dollars  each  year. 

At  the  end,  1 would  like  to  thank  each 
contributing  author  to  this  issue;  Timothy  D. 
Carter,  M.  D.,  Jerome  H.  Kurenl,  M.  D.,  Jim 
H.  Fogartie,  Jr.,  M.  D.,  Michael  C.  Garovich, 
M.  I).,  Edward  C.  Morrison,  M.  D.,  and  John 
W.  Plyler,  M.  D.  As  in  the  first  issue,  my 
special  thanks  go  to  the  staff  from  the 
Editorial  Office  of  the  South  Carolina 
Medical  Association,  as  well  as  to  Ms.  Betty 
Newsom  from  the  Waring  Historical  Eibrary 
at  Medical  University  of  South  Carolina. 

Artur  Pacult.  M.D.,  E.A.C.S. 

Neurology-Neurosurgery  Clinic,  P.  A. 

125  Doughty  Street,  Suite  400 

Charleston,  SC  29403 


Free  Advice 


It  seems  like  everv'body  is  giving  it.  Have  you  ever 
wondered  what  all  that  “free”  advice  you’ve  been 
getting  is  really  costing  you.^  The  fact  is,  everybody 
pays  for  financial  advice.  You  pay  in  commissions  and  sales  fees.  You  pay  in  missed  opportunities  when  you 
lack  a comprehensive  strategy'. 

■Maybe  it’s  time  to  consider  the  alternative.  A fee  only  financial  planner  operates  outside  the  traditional 
sales  oriented  approach  to  financial  services  by  providing  advice  that  is  highly  personalized  and  unbiased. 
No  commissions.  No  conflicts.  An  objective,  second  opinion  to  give  you  peace  of  mind. 

To  find  out  more  about  how  you 
might  benefit  from  such  a process, 
call  (803)  686-4909  today  for  a free 
brochure. 


AnneMBowen,gfp 

FEE  ONLV  FIN.A.NCIAL  ADVISOR 


Certified  Financial  Planner  •Registered  Isaestment Advisor 


19  Pope  Avenue  Executive  Park  • Hilton  Head  Island,  South  Carolina  29928  • 803-686-4909 
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THE  ANNUAL  MEETING  OF  THE  AMA 
CHICAGO,  ILLINOIS  - JUNE,  1994 

REPORT  OF  THE  SCMA  DELEGATION 

WALTER  J.  ROBERTS,  JR.,  M.  D.* 


The  annual  meeting  of  the  American 
Medical  Association  was  held  in  Chicago 
on  June  12-16,  1994.  In  attendance  from 
South  Carolina  were  members  of  the 
South  Carolina  AMA  Delegation, 
including  SCMA  President  Dr.  Marion 
Burton  who  is  an  alternate  delegate  by 
virtue  of  his  presidency.  Also  present 
were  President-elect  Dr.  Ned  Nicholson 
and  Secretary  Dr.  Bryan  Walker.  Dr. 
Charles  Geer  of  Charleston  and  Dr.  Roger 
Ray  of  Anderson  also  were  present 
attending  the  Hospital  Medical  Staff 
Section  of  AMA  and  Dr.  March  Seabrook 
and  Dr.  Dina  Grice,  both  of  Columbia 
were  present  at  the  Young  Physicians 
Section  of  the  AMA  Meeting. 

Finally,  there  were  a number  of  medical 
students  from  both  of  our  medical  schools 
in  attendance  at  the  AMA  Medical 
Student  Section  meeting.  South  Carolina 
was  well  represented  in  all  these 
meetings,  and  took  an  active  part  in  the 
important  deliberations. 

Just  prior  to  the  AMA  meeting,  I was 
privileged  to  preside  at  the  annual 
meeting  of  the  Organization  of  State 
Medical  Association  Presidents 
(OSMAP),  as  the  outgoing  president.  I am 
pleased  to  say  that  I enjoyed  greatly  the 


year  as  president,  and  felt  that  the 
experience  was  personally  rewarding,  and 
rewarding  for  South  Carolina  through  our 
exposure  nationally. 

Speaking  of  national  exposure,  our 
member  of  the  AMA  Board  of  Trustees, 
Dr.  Randy  Smoak,  continues  in  increasing 
prominence.  As  many  of  you  saw  on 
national  television,  Randy  represented 
AMA  recently  in  Congressional  hearings 
on  the  tobacco  and  smoking  issue,  and  has 
been  widely  quoted  as  a spokesperson  on 
behalf  of  the  physicians  of  the  country  in 
this  important  debate. 

We  have  also  been  pleased  to  hear 
recently  of  the  appointments  of  two  South 
Carolina  physicians  to  national  offices: 
Dr.  Dina  Grice  to  the  Advisory 
Committee  on  Women  in  Medicine,  and 
Dr.  Ken  DeHart  of  Horry  County  to  the 
CPT  Editorial  Board.  These  appointments 
give  added  prestige  to  South  Carolina 
nationally. 

HEALTH  SYSTEMS  REFORM 

It  should  certainly  come  as  no  surprise 
that  the  major  topic  for  discussion,  and 
the  major  source  for  reports  and 
resolutions  involved  the  current  debate  on 
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Health  Systems  Reform.  As  you  know, 
the  Clinton  Administration's  reform  bill 
is,  by  everyone's  admission,  in  deep 
trouble  and  unlikely  to  be  accepted  in 
anything  like  its  original  form  by  the 
American  people.  At  the  same  time, 
several  other  health  reform  proposals, 
running  a spectrum  which  ranges  from 
“single  payor”  systems  resembling  the 
Canadian  Health  Plan  to  numerous 
modifications  of  the  Administration's  plan 
have  been  advanced  by  members  of 
Congress.  To  this  point,  none  appear  to  be 
acceptable,  principally  because  of  lack  of 
“Voice  and  Choice”  or  because  of  the 
absence  of  any  culpable  plan  for 
financing. 

In  this  setting,  the  state  of  Illinois 
presented  the  AMA  House  of  Delegates 
with  several  resolutions  which  amounted 
to  an  attack  — called  a “conservative 
attack”  by  AM  News  — on  several 
portions  of  the  Clinton  plan;  and  indeed, 
one  of  the  resolutions  called  for  the  AMA 
to  express  opposition  to  the  plaft^n  its 
“current  form.”  Another  Illinois 
resolution  called  for  AMA  rejection  of  the 
idea  of  an  employer  mandate  for 
providing  health  care  insurance;  still 
another  asks  that  freedom  of  choice  of 
MD/DOs  be  part  of  any  state  or  national 
health  insurance  proposal. 

Though  it  is  unerringly  clear  that  most 
physicians  philosophically  support  such 
ideas,  it  has  been  agreed,  by  consensus 
and  not  without  much  debate,  that  AMA 
has  postured  itself  to  maintain  dialogue 
with  the  Administration,  as  well  as  with 
Congress  in  the  development  of  all  Health 
Systems  Reform  strategies,  and  that  to 
this  point,  the  ability  to  do  so  has  served 


us  well.  The  House  of  Delegates  voted  to 
“stay  the  course,”  to  keep  avenues  of 
dialogue  open  between  the  White  House 
and  Congress  so  that  we,  as  physicians, 
may  be  at  the  table  instead  of  outside 
looking  in  during  these  monumental 
decision-making  times  for  Medicine. 
Though  many  will  consider  this  an 
attitude  of  passivity,  nothing  could  be 
further  from  the  truth. 

At  present,  the  approach  of  the 
American  Medical  Association  toward 
Health  Systems  Reform  may  be 
summarized  as  follows: 

• Continued  surveillance  - and  continued 
dialogue  with  - the  President's  effort  to 
obtain  a bill  which  can  gamer  enough 
support  in  Congress  to  become  law. 
After  all,  it  must  be  remembered  that 
our  own  Health  Reform  proposals. 
Health  Access  America,  formed  the 
basis,  with  several  alterations,  for  the 
President's  original  effort. 

• Continued  endorsement  of  a plan  for 
financing  Health  Systems  Reform 
which  includes  employer  mandates, 
individual  mandates  and  medical  IRAs 
or  some  form  of  tax-advantaged 
savings  account  for  medical  expenses. 

• Continued  opposition  to  any  and  all  “Sin- 
gle Payor”  systems.  (Representative 
McDermott  came  to  the  AMA  meeting, 
and  presented  his  plan  for  such  a system. 
His  session  was  well-attended,  if  not-so- 
well  received.  To  my  mind,  I have  to  admit 
that  his  statistic  indicating  that  30  percent 
of  the  health  care  dollar  is  being  siphoned 
off  by  the  insurance  industry  was  impres- 
sive. This  amounts  to  some  300  billion 
dollars  a year,  if  the  statistic  is  correct,  a 
savings  which  would  at  least  correct  the 
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financial  problems  related  to  health  care 

expenditures.) 

• Rejection  of  a proposal  for  a pure  “any 
willing  provider”  measure,  recognizing 
this  as  a “two-edged  sword.”  Although 
the  penetration  of  HMOs  in  this  part  of 
the  country  is  not  nearly  so  great  as  on 
the  west  coast,  or  in  states  such  as 
Minnesota,  many  physicians  are 
involved  in  plans  where  a “come  one, 
come  all”  measure  would  prove 
untenable  and  unworkable,  they  feel. 
The  current  AMA  policy  encourages 
HMOs  to  make  available  to  any 
interested  and  potential  panel  physician 
their  requirements  for  admission  to  that 
panel,  and  equally  important,  the 
provisions  under  which  the  physician's 
panel  membership  could  be  terminated. 

• Allow  and  encourage  physician-owned 
and  physician  controlled  managed  care 
organizations,  such  as  we  have  begun 
with  the  South  Carolina  Medical 
Association  Physicians  Care  Network. 
The  attitude  of  the  AMA  toward 
managed  care  has  clearly  softened,  and 
it  seems  that,  at  the  very  least, 
managed  care  is  something  we  will 
have  to  live  with.  The  sentiment  of  the 
House  of  Delegates  was  clearly  that  if 
we  have  to  live  with  managed  care  and 
if  managed  care  is  going  to  dominate 
the  health  care  market  of  the  future, 
physicians  should  be  in  charge. 

• Continued  support  for  fee-for-service 
medicine,  despite  this  apparent 
acceptance  of  managed  care.  It  was 
recommended  that  if  employers  or 
insurers  provide  “menus”  of  health 
care  benefit  plans,  there  should  be  at 
least  two  fee-for-service  plans  offered. 


The  House  of  Delegates  also  expressed 
opposition  to  the  managed  care 
premise  that  specialty  consultation 
should  be  available  to  patients  only 
upon  recommendation  of  a 
“gatekeeper.” 

ETHICAL  OPINIONS 

Two  significant  items  regarding  ethical 
opinions  came  to  the  Reference 
Committee  on  Amendments  to 
Constitution  and  Bylaws,  a committee  I 
was  privileged  to  chair  at  the  Annual 
Meeting.  Georgia  and  Illinois  presented 
resolutions  asking  the  Council  on  Ethical 
and  Judicial  Affairs  (CEJA)  to  reappraise 
its  opinion  that  it  is  unethical  for  a 
physician  to  accept  drug  samples  for 
personal  use,  or  for  the  personal  use  of 
family  members.  CEJA  will  do  so,  but  it 
is  my  belief  that  the  opinion  will  not  be 
changed. 

Also,  an  opinion  of  CEJA  regards  the 
use  of  organs  for  transplantation  and  for 
other  usage  from  anencephalic  infants  as 
“ethical.”  Principal  concern  was  over  the 
possible  development  of  a “slippery 
slope”  where  infants  with  conditions  other 
than  anencephaly  might  become  such 
organ  donors.  This  concern  can  be 
addressed  by  careful  diagnoses  and 
monitoring,  CEJA  and  the  House  of 
Delegates  agreed. 

RBRVS 

Confusion,  fmstration  and  disillusionment 
have  been  openly  expressed  once  more  in  the 
way  Medicare  has  attempted  to  implement 
RBRVS.  A resolution  was  presented  asking 
AMA  to  study  the  feasibility  of  AMA  devel- 
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oping  its  own  resource  value  scale.  The  res- 
olution was  accepted,  somewhat  to  my  sur- 
prise. It  seems  to  me  that  this  would  be  a 
prodigious  undertaking.  We  will  see  what  the 
Board  of  Trustees  recommends  at  the  Inter- 
im meeting,  and  I will  report  to  you. 

ERISA 

The  Employee  Retirement  Income 
Security  Act  (ERISA)  was  passed  in 
1974,  and  was  devised  by  Congress  to 
exempt  self-funded  employee  benefit 
plans  from  state  mandates  and  controls. 
Originally  designed  to  protect  employee 
pension  plans,  the  law  now  is  blocking 
many  states  in  their  health  reform  efforts, 
and  giving  employers  decisive  control 
over  workers'  health  benefit  plans.  A 
Board  of  Trustees  report  to  the  House  of 
Delegates  outlines  the  many  possible 
negatives  in  ERISA  usage,  citing  the 
employers'  ability  to  influence  decisions 
regarding  compensation  in  cases  of  injury. 
AMA  has  already  been  testifying  in 
efforts  to  modify  these  potentially 


undesirable  features  of  ERISA,  and  to  aid 
state  efforts  in  health  care  reform  which 
may  be  obviated  by  ERISA  regulations. 

Please  let  me  once  more  direct  you  to 
AM  News,  June  27,  1994,  for  more  “in- 
depth”  coverage  of  these  and  other  issues 
discussed  at  the  Annual  Meeting  of  the 
AMA.  Let  me  also  assure  you  that  you 
have  a voice  in  AMA,  and  your 
delegation  stands  ready  and  willing  to 
express  that  voice.  These  are  difficult 
times  in  medicine,  and  the  course  which 
physicians  can  set  for  themselves  for  the 
coming  years,  the  uncertainty  surrounding 
the  arena  of  medical  education  and 
research,  and  most  important,  the  well- 
being and  benefit  of  our  patients  are 
integral  parts  of  the  AMA  decision- 
making process. 

Stay  involved! 

Walter  J.  Roberts,  Jr.,  M.  D. 

Chairman,  SCMA  AMA  Delegation 
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Oh  wc  Coz'er. 


ANTONIO  SCARPA  1747-1832 

The  magnificent  plate  on  this  month's  cover 
is  from  Antonio  Scarpa’s  anatomic  master- 
piece, Tabulae  Nevrologicae  ad  lUustnimlum 
Historiam  Auatomicam  published  in  1794. 
The  plates  were  all  drawn  by  Scarpa  himself 
and  are  lifesized. 

Scarpa  was  born  in  northern  Italy.  His  early 
education  was  thorough,  and  by  the  age  of  \5 
he  was  an  excellent  Latinist  and  had  passed 
the  entrance  exams  for  the  University  of 
Padua.  It  was  there  that  he  came  under  the 
tutelage  of  the  famous  anatomist,  Morgagni. 
At  the  age  of  20,  with  Morgagni’s  blessing, 
Scarpa  was  named  Professor  of  Anatomy  at 
the  medical  college  at  Modena.  His  first  pub- 
lished work  described  several  anatomical 
structures  which  bear  his  name,  the  best 
known  being  Scarpa’s  triangle  of  the  thigh. 
His  Tabulae  Neurologicae  included  the  first 
proper  delineation  of  the  nerves  of  the  heart. 


He  wrote  a beautifully  illustrated  book  on 
ophthalmology;  distinguished  true  from  false 
aneurysms  and  introduced  the  concept  of 
arteriosclerosis;  wrote  important  treatises  on 
hernia  and  eye  disease;  and  made  a shoe  for 
club-foot  which  still  serves  as  a model  for 
orthopedists. 

Scarpa  achieved  wealth  and  fame  during  his 
lifetime.  He  was  a favorite  of  Napoleon  1, 
who  made  him  an  imperial  surgeon  and 
awarded  him  the  Cross  of  the  Legion  of 
Honor  and  the  Order  of  the  Iron  Crown.  He 
died  in  his  8()th  year. 

Betty  Newsom 

The  Waring  Historical  Library 
REFERENCES 

1.  Garrison.  Fielding.  An  Introduction  to  the  Flistory 
ol'Medicine.  1914. 

2.  Riitkow.  Ira.  Surgery.  An  Illustrated  History.  199.^. 
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Physician/ 

Hospital/ 


Surgical  Supply  Company  Home  Care  Supplies 


3333  North  Tryon  Street 
P.O.  Box  35488 
Charlotte,  NC  28235 
704/372-2240 
800/874-2240 


“Serving  The  Medical  Profession  Since  1919" 


Medical  ♦ Surgical  ♦ Laboratory  ♦ Diagnostic 
Equipment  and  Supplies 


J.  Kent  Whitehead  Rick  E.  Watkins  Scott  Smith 

South  Carolina  Salesmen  Serving  You 


Winchester  Home  Healthcare 

Medical  Supplies  And  Equipment  For  Your  Patients  At  Home 
Charlotte,  North  Carolina  704/332-1217 


IteAur 


Of  An  Opemoion  Tm’U 
NUua  You  Feel  Beher 


As  an  Air  Force  Reserve  physician,  you'll  expe- 
rience all  the  rewards  of  providing  care.  And 
then  some.  Because  as  part  of  our  nation's  vital 
defense  team,  you'll  help  protect  the  strength 
and  pride  of  America.  In  the  Air  Force  Reserve, 
you'll  feel  the  excitement  a change  of  pace 
brings  as  you  gain  the  prestige  of  military  rank 
and  the  privilege  of  working  with  some  of 
the  world's  best  medical  professionals — in  a 
program  that's  flexible  enough  to  fit  your 
schedule.  The  Air  Force  Reserve.  It's  a great 
way  to  serve. 

Call:  800-624-5293 
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y«R  FORCE  RESERVE 

. A GREAT  WAY  TO  SERVE 


AimncePa^e 


DOES  YOUR  SPOUSE  KNOW....? 

A one  of  a kind  opportunity  is  easily  within  your  reach!  It  offers  support  at  a time  when  issues 
concerning  physicians  and  their  families  are  hitting  closer  to  home  than  ever  before. 

The  South  Carolina  Medical  Association  Alliance  is  reaching  out  to  you,  both  male  and  female 
spouses  of  physicians,  encouraging  you  to  participate  so  that  you  will  be  informed  partners  in 
medicine.  Membership  is  the  life-blood  of  an  organization  and  we  need  you! 

Medicine  invades  our  home  life.  It  places  us  into  the  public  eye  whether  we  like  it  not.  It 
challenges  us  to  the  responsibility  of  “giving  back”  to  the  community. 

SCMAA  is  an  organization  that  is  dedicated  to  creating  community  awareness  of  today’s  health 
issues  and  as  partners  in  medicine,  helping  to  improve  the  quality  of  life  for  ALL  Americans. 
Public  relations  begins  at  home  and  each  Auxiliary/Alliance  member  represents  and  is  a 
spokesperson  for  the  medical  profession  as  well  as  the  Alliance. 

Time  constraints  may  make  active  participation  difficult  for  some,  such  as  “Career  Spouses.” 
However,  you  have  the  potential  of  reaching  a vast  number  of  people.  No  one  individual  needs  to 
do  everything  in  Alliance  but  contributing  to  at  least  one  facet  of  the  organization  is  vital  and 
valuable. 

So  I encourage  all  spouses  to  become  involved  and  join  our  effort  on  the  county,  state  and 
National  levels.  You  will  benefit  personally  by  knowing  that  you  support  programs  that  do  make 
a DIFFERENCE  to  thousands  of  people-children  and  adults  alike. 

Auxiliary/Alliance  membership  information  is  available  through: 

Your  local  County  Medical  Society 
or 

Mrs.  H.  Biemann  Othersen,  Jr.  (Janelle) 

3 Orange  Street 
(803)  722-2698 
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classifieds 


A lab  in  your  ol’llce  is  a proven  benefit  to 
your  patients,  your  praetiee,  and  your 
independenee.  I^ul  wlial  about  the  time-con- 
suming aggravations  of  government  regula- 
tions. supplier  relationships,  personnel  train- 
ing and  management,  quality  control,  record 
keeping,  and  thousands  of  other  details?  l.ab 
Partners'  turnkey  solution  docs  it  all  for  you 
at  a lower  cost  than  you  can  do  it  for  your- 
self! We  are  a new  kind  of  service  organiza- 
tion that  works  for  the  physician  to  provide 
on-site  diagnostic  testing.  Call  Ixih  Partners, 
Inc.  collect,  (704)  542- J 488,  or  fax  (704) 
542-2 15 1,  to  see  one  of  our  labs  in  action. 

ORANGEBURG  AND  CALHOUN  COUN 
TIES  have  practice  opportunities  for  graduat- 
ing residents/fellows  and  experienced  practi- 
tioners in  the  following  specialties:  Emer- 

gency Medicine,  Neurology,  Oncology, 
Orthopedic  Sports  Medicine,  Physical 
Medicine  & Rehabilitation,  and  Urology. 
Practice  incentives  and  relocation  assistance 
are  available.  Contact  Dr.  Chennol,  The 
Regional  Medieal  Center,  (800)  866-6045. 


“MIock”  Lab  Inspection  Service:  Does  the 
prospect  of  CLIA  and  OSHA  inspectors 
going  through  your  lab  have  you  worried? 
Penalties  for  non-compliance  range  from  a 
warning  to  shutting  down  the  lab.  A “mock” 
inspection  given  by  the  experienced  person- 
nel from  Lab  [Partners  can  give  you  peace  of 
mind.  We  identify  potential  problems  and 
counsel  your  staff  on  how  to  correct  them. 
We  also  present  you  with  a detailed  analysis 
of  your  lab.  Our  “Mock”  inspection  service  is 
all-inclusive  at  only  .$5()(),  a remarkable 
value.  Call  Im!)  Partners,  Inc.  collect  at 
(704)  542-1488  or  fax  (704)  542-2151  to 
schedule  your  mock  inspection. 

NEED  ADDITIONAL  INCOME?  National 
company  needs  licensed  MDs  who  are  will- 
ing to  work  flexible  hours  doing  insurance 
exams  in  our  office  and  in  applicants'  homes. 
We  pay  excellent  rates  per  exam.  Call  us  for 
information.  For  Greenville  area,  call  (803) 
458-9131;  for  Columbia  area,  call  (803)  738- 
9070. 
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Thornton  & Thorne  give  the  medical  community  something  to  think  about  this  month. 


ANA  INCREASES  DISABILITY 
PREMIUNS  (JiGJUM) 


THIRD  INCREASE  SINCE  1990 
INCREASES  TOTAL  26% 

The  American  Medical  Association 
offers  disability  insurance  to  its 
members  through  an  association  group 
contract.  Like  all  group  contracts,  this 
one  allows  the  premiums  to  be 
changed.  Premiums  have  increased 
three  times  since  1990. 

Current  premiums  are  26%  higher  than 
those  projected  prior  to  the  1990 
increase.  As  a premium  increase 
applies  to  all  policyholders,  insureds 
who  have  had  their  disability  insurance 
with  AMA  will  be  paying  premiums  that 
are  substantially  higher  than  those 
projected  when  they  purchased  their 
coverage. 

Premiums  for  AMA  disability  insurance 
are  scheduled  to  increase  in  5 year 
brackets  based  on  age.  The  26% 
increases  we're  referring  to  are  non- 


scheduled  and  are  in  addition  to  those 
based  on  age. 

The  contractual  provisions  of  an 
individual  disability  policy  are  superior 
to  those  in  any  group  policy.  This  begs 
the  question  "if  an  individual  policy 
provides  better  terms,  why  do 
physicians  purchase  disability 
insurance  through  the  AMA  group 
plan?" 

The  apparent  reason  is  that  many 
physicians  think  the  AMA  policy  will  cost 
less.  However,  if  outlay  to  age  65  is 
considered,  an  individual  policy  saves 
thousands  of  dollars  over  an  AMA 
policy. 

The  graph  on  the  following  page  shows 
that  the  outlay  for  a 35  year  old  SCMA 
member  to  carry  an  AMA  policy  to  age 
65  is  substantially  greater  than  the 
outlay  to  carry  a policy  issued  by 
Connecticut  Mutual.  Other  issue  ages 
would  experience  similar  results. 


CONNECTICUT  MUTUAL’S  PREMIUM  IS  GUARANTEED  TO 
REMAIN  LEVEL  TO  AGE  65 
AMA’S  PREMIUM  IS  SCHEDULED  TO  INCREASE 
IN  5 YEAR  AGE  BRACKETS 
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$5,000  Monthly  Benefit 
90  Day  Waiting  Period 
Connecticut  Mutual  policy  issued  at  age  35 


SUMMARY 

The  contractual  provisions  of  an 
individual  disability  policy  from 
Connecticut  Mutual  are  superior  to 
those  of  an  AMA  policy. 

The  outlay  for  a SCMA  member  to 
carry  a Connecticut  Mutual  policy  to 
65  is  less  than  the  outlay  for  a policy 
from  AMA. 


Premiums  for  a Connecticut  Mutual 
policy  are  guaranteed  to  age  65. 
Premiums  for  an  AMA  policy  are 
guaranteed  to  September  30,  1994. 

If  you  have  your  disability  insurance 
through  the  American  Medical 
Association,  you  will  receive  better 
contractual  terms  and  lower  cost  if 
you  change  to  Connecticut  Mutual. 

Views  expressed  herein  are  those  of  the  authors  and  in 
no  way  represent  SCMA. 


Carolina  Physicians 
Advisory  Service 


Billy  M.  Thornton 
John  T.  Thorne 


Serving  the  niernhers  of  the  South  Carolifui  Medical  Comnunuty. 
P.O.  Box  688  • Columbia,  SC  29202  • (803)  254-0002  • Fax  (803)  765-2403 


1 -800-742-3669 


The  Law  Offices  of  Harry  A.  Hancock 

offering  competent  and  professional  services  in  the  following  areas: 

BUSINESS  PLANNING 

Partnership  formation  and  Agreements,  Professional  Corporation  organizations. 
Business  purchases,  and  Capital  financing  representation 

TAXATION 

• Tax  planning.  Tax  Court  & Refund  Forum  litigation 
• TEFRA  Partnership  compliance,  Auciit  representation 
• Individual,  Partnership,  S Corporation,  & Professional  Corporation  Returns 
• Revenue  Rulings,  Business  Purchase  strategies,  & Tax  shelter  consulting 

To  arrange  a consultation,  please  forioani  inquiries  to: 

The  Lazo  Offices  of  Harry  A.  Hancock 
903  Calhoun  Street 
Columbia,  South  Carolina  29201 
Telephone:  (803)  771-0018 
Tax  (803)  771-0091 

Harry  A.  Hancock,  LL.M.,  Case  Western  Reserve  University, 

Responsible  Attorney 


The  Lexus  GS.  Starting  at  $40,370.* 


The  GS not  only  rides  smoother** and  corners  l)etter**  than  the  BMW  540i.  but  it  can  beat  its  price 
by  thousands  of  dollars.  All  of  which  conforms  nicely  with 
the  age-old  business  axiom:  Never  give  the  other  guy  a chance.  Ymr  Lexus  Dealer.  Pursuing  Perfection. 


LEXUS  OF  CHARLESTON  7519  Rivers  ,Ave.  {803}  863-5400 


©im  Lexus.  4 Doisum  O/Tooia  \h.ior  Sales.  I S -L.  In,  Lexus  rrmin.is  sou  to  near  seat  belts  and  obes  all  spee.llaus  • Mnnu/a,  lurefs  Suggesle.l  Retail  Pn.  e exclude,  taxes,  b.enseand 
optional  eijuipnient.  Artiial  dealer  price  mas  lars  * *•!  1/G7  certified  tests  uf  ride  comfort  over  butups  and  cornering  perfurmanre  I 'V.i  Leius  OS.  flI/B  .i-Wit 
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We  couldn’t  be  happier  with  CompuSystems’  Medical  Insuranci 
Processing  and  Billing  system. 


Stanniore  E.  Reed,  M.D.,  OB/GYN  Associates,  Columbia,  S 


Features  that  can’t  be  beat 

“When  we  first  began  automating  our 
practice,  we  hired  a consultant  to  help  us 
evaluate  different  computer  systems. 
After  all  the  results  were  in. 
CompuSystems'  Medical  Insurance 
Processing  and  Billing  System  won 
hands  down.  The  system’s  features, 
combined  with  the  company’s  support, 
made  an  unbeatable  package.  That  was 
in  I9S6.  and  we  couldn’t  be  happier  with 
the  decision  we  made." 

Managing  business  office  complexity 

“We  have  four  physicians  rotating 
between  two  offices,  so  billing  and 
insurance  filing  in  our  practice  can  be 
pretty  demanding.  CompuSystems 
makes  it  all  manageable.  The  system 
gives  us  the  infonnation  we  need  on  our 
bills  and  receivables,  and  being  able  to 


file  claims  electronically  is  a big  benefit. 
And  frankly,  we  couldn’t  function 
without  the  optional  Appointment 
Scheduler  module.  The  Scheduler 
makes  coordinating  multiple  doctors  and 
locations  much  easier  than  it  would  be 
manually  — you  can  .schedule  an 
appointment  at  any  time  from  any 
workstation.  It’s  a real  life-saver.” 

Helpful  staff  with  the  support  you  need 

“Since  we  have  workstations  at  both 
sites,  all  tied  together,  support  is  a key 
factor  for  us.  Maintaining  a complex, 
cross-town  computer  network  isn’t  easy. 
The  on-site  seiwice  and  phone  support 
we’ve  gotten  have  been  excellent,  and 
the  staff  is  so  nice  and  helpful. 

“We’ve  just  been  extremely  satisfied 
with  CompuSystems." 


M CompuSystems  is  the  choice  of  moi\ 
South  Carolina  physicians  than  all ; 
other  vendors  combined. 

M Electronic  filing  directly  to  South  i 
Carolina  BCIBS.  Medicare,  and  1 
Medicaid  with  no  per-claim  charge  ■■ 

M Features  to  ma.vimize  return,  | 
improve  cashflow,  and  increase  | 
productivity.  jj 

V “One-call,"  total  system  support,  . 
including  on-site  hardware  servicey  * 

m 

(2®nini[p)(fflSystems  i 

INC.  I 

Call  now  for  details:  800-800-647211 
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BICYCLE  RELATED  HEAD  INJURIES 
IN  VITRO  FERTILIZATION  AND  EMBRYO  TRANSFER 
ACUTE  PSYCHIATRIC  DISORDERS  IN  THE  ELDERLY 
RODERICK  MCDONALD,  M.  D. 


why  Doctors  Recommend 
Us  for  House  Calk. 


Tem  DOrarv  ^ patient  needs  continued 

l5pi-/-vpc-'  care  after  discharge,  doctors 

count  on  INTERIM  HEALTH- 
CARE.. services.  As  one  of  the  nation’s  oldest  and 
largest  providers  of  qualified  specialists, 
INTERIM  HEALTHCARE,, 
services  represent  a complete 
range  of  professional  nursing  h Tal  t 
and  technical  disciplines.  Erom 

home  care  to  long-  and  short-  Formerly  Medical 


term  office  staffing,  we  offer  the  total  flexi- 
bility to  satisfy  every  level  of  care.  JCAHO 
accreditation  and  an  extensive  qualifications 
and  screening  process  reflect  our  commitment 
to  stringent  standards.  When  your  patients 

are  counting  on  you,  count  on 
the  INTERIM  HEALTHCARE 
team  to  make  house  calls. 


H C A R E. 


Personnel  Pool® 


JCAHO  Accredited 


Anderson  803-225-2007  • Charleston  803-722-3005  • N.  Charleston  803-797-2942  • Greenville  803-233-1644 
Myrtle  Beach  803-236-7506  • Rock  Hill  803-324-4166  • Spartanburg  803-582-3010 


RAUDE'V 


The  Medical 
Office 

Management 
System 

It’s/^ifficult  balancing  act  — offering  your 
patien^  ^pert  medical  care  and  efficiently 
mana^ng^3%ur  office.  Why  should  you  have  to 
woiry  d^gfboth?  Call  in  the  perfect  business 
partner  -^^/Jiijfpa^^on  Technologies. 

PAID  IV  Plok'pi-^T^’fva^  label  version  of  the 
popula^J^i^^dicaftlai^^j^^f/ice  automation 
system,  ii^l^only'sy^^4r>^ou  need.  It: 

• Helps  man^e  your  praWice,  ft’pm 
scheduling^tepointments  to  maintain- 
ing detailed  {xatient  notes 

• Electronically  files  claims  and  features 
NEIC  capability  for  COMMERCIAL 
CLAIMS 

• Electronically  posts  Medicare  remit- 
tances — no  more  tedious  manual 
posting! 

• Handles  your  accounts  receivable 
billing  and  secondary  insurance 

• Offers  advanced  features  for  medical 
records,  collections  and  lab  system 
interfaces 

• And  much  more! 

Companion  Technologies  has  electronically 
paved  the  way  for  improved  office  efficiency 
since  the  1960s  and  now  has  more  than  2,500 
computer  systems  nationwide.  As  an  IBM 
Business  Partner,  we  also  feature  the  reliable 
excellence  of  the  complete  PS/2  ' family  of 
products.  Call  Companion  Technologies  today. 
Let  us  help  you  manage  your  office,  so  you  can 
help  your  patients. 

Brought  to  you  by 

the  recognized  experts  in  electronic  claims  filing 

Companion  Technologies 

Your  single  source  for  office  automation 
Call  our  Nationwide  Toll-free  Sales  Number:  1 -800-382-PAID  (7243)  Locally,  dial  699-2625  Fax:  803-699-2384 

IBM®  and  PS/2®  are  registered  trademarks  of  International  Business  Machines  Corporation. 

The  Medical  Manager®  is  a registered  trademark  of  Personalized  Programming,  Inc. 


“W'itli  a golf  course  on  tlie  mountain  iuid  one  in  tlie  valley,  The  Cliffs  is  witliout 
question,  die  most  unique  golf  Sc  residential  community  in  tlie  Southeast”. 


A Ronald  Cowley,  M.D.  - Greenville,  SC 


‘The  Cliffs  stiikes  the  perfect  balance  between  a diriving  golf  community  and  die 
preservadon  of  beautiful  natural  resources”. 


John  W.  Gilpin,  M.D.  * Greenville,  SC 


“Wb  love  the  fact  that  diis  world  class  community  is  located  just  30  minutes  from 
downtown  Greenville”. 


Freddie  E I^/son,  M.D.  - Greenville,  SC 


Wh'lher  ymi  prefer  a pasloral 
l/itulsmpe  set  against  migni/irmt 
mmmtain  xislas  or  hold  and 
breathtakingly  Immtipd  panorarnir 
mmintamtof)  views,  we  have  the 
perfect  prescriptions  for  your  year 
round  enjoyment:  and  they  re  all 
natural  and  doctor-tested. 

Cliffs  Valley  features  a Ijeautiful 
18  hole  champimship  golfcmirse 
designed  by  CBS  commentator, 

Ben  Wright  while  The  Cliffs  at  Glas.sy 
sports  South  Carolina  i only 
mountaintop  golf  course;  recently 
nominated  in  “Cjolf Digest”,  Best 
Private  Neui  Course  for  1994.  Each 
private  active  lifestyle  golf  community 
features  an  attractive  selection  of 
hornesites  and  cottages  with  an 
exciting  array  of  amenities  such  as  a 
clubhouse,  tennis,  swimming  hiking 
biking  and  more. 

To  learn  more  about  these  hno  all 
natural,  “doctor-tested,  doctor- 
approved”  cures  for  stress,  simply  write 
or  call  today: 

mO-745-2779 


Cliffs  Valley  or  The  Cliffs  at  Glass)'  • 1 Raven  Road,  Landrum,  SC  29356 


The  final  year  of  the  1 lOlh  session  of  the  General  Assembly  ended  in  havoe  as  lawmakers  strug- 
gled to  eomplete  a budget  amid  eontroversy  over  the  eonfederate  Hag,  shortage  of  revenue  and  the 
future  of  the  Barnwell  Nuelear  Storage  Faeility  by  the  June  2 mandatory  adjournment  date. 
Between  shots  fired  by  House  and  Senate  members  of  the  Budget  Conferenee  Committee,  several 
major  bills  affeeting  physieians  and  their  patients  were  passed  through  delieate  parliamentary 
maneuvering. 

We  reeeived  eonsistent  support  from  our  friends  in  the  legislature.  Representative  Billy  Houck, 
M.  1)„  introduced  legislation  which  would  allow  patients  the  right  to  choose  their  physicians  in 
any  managed  care  plan.  After  intense  lobbying  by  the  South  Carolina  Chamber  of  Commerce  and 
Blue  Cross/Blue  Shield  of  South  Carolina  opposing  the  bill,  it  was  amended  to  the  point  of  impo- 
tence and  withdrawn  by  the  author.  The  SCMA  was  astounded  that  business  leaders  would  oppose 
freedom  of  choice  and  free  market  principles,  lobbying  strongly  to  create  monopolies  and  anti- 
competitive market  forces  designed  to  diminish  the  physician-patient  relationship. 

The  perpetual  efforts  by  the  South  Carolina  physical  therapists  to  practice  independently  of  the 
prescription  of  a physician  was  again  defeated  by  the  SCMA.  The  bill  was  sponsored  by  Represen- 
tative David  Waldrop  (D-Newbeiry ).  In  the  House,  opponents  of  the  bill,  led  by  Repre.sentative 
Steve  Lanford  (R-Spartanburg),  killed  the  House  measure  along  with  an  attempt  by  Representa- 
tive Dell  Baker  (R-Greenville)  on  a possible  compromise.  Next,  the  Senate  Medical  Affairs  Sub- 
committee, chaired  by  Senator  James  Bryan  (D-Laurens),  adopted  the  compromise  which  had 
been  proposed  by  Representative  Baker  in  the  House.  Voting  with  Senator  Bryan  was  Senator 
Robert  Ford  (D-Charleston).  Senator  (ireg  Gregory  (R-Laneaster)  voted  against  the  compromise 
and  the  bill.  When  it  reached  the  Senate  Boor,  Senator  Holly  Cork  (R-Beaufort)  objected  to  the 
bill  and  single-handedly  killed  the  Senate  version. 

The  feeding  frenzy  for  “wannabe”  doctors  to  grab  a slice  of  the  insurance  pie  continued  at  an 
alarming  pace.  A bill  giving  mandated  benefits  to  doctoral  clinical  psychologists,  oppo.sed  by  the 
SCMA  and  the  South  Carolina  Psychiatric  Association,  passed  the  legislature.  In  addition,  a bill 
mandating  insurance  coverage  for  services  offered  by  any  licensed  provider  of  mental  health,  such 
as  marital  and  family  therapists,  social  w'orkers.  etc.,  passed  the  House  and  was  approved  by  the 
Senate  Banking  and  Insurance  Committee.  The  SCMA  organized  opposition  to  the  bill.  Senator 
(ireg  Ryberg  (R-Aiken)  objected  to  the  bill,  despite  angry  protests  from  supporters,  and  killed  the 
legislation. 

This  past  legislative  session  clearly  demonstrates  why  every  physician  should  be  a member  of 
SOCPAC.  Please  join  today! 


Vn/v\) 


O.  Marion  Burton.  MD 
President 
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BICYCLE-RELATED  HEAD  INJURIES  IN  SOUTH 
CAROLINA  CHILDREN:  WHAT  CAN  WE  DO  TO 
PREVENT  THEM?* 


NEAL  J.  THOMAS,  M.  D.** 
JANICE  D.  KEY,  M.  D. 
WALTON  L.  ECTOR,  M.  D. 


Injuries  are  a problem  that  physicians  must 
deal  with  daily.  While  most  doctors  feel  eom- 
fortable  dealing  with  these  injuries,  prevention 
is  something  that  is  often  overlooked.  In  most 
cases,  prevention  of  the  injury  itself  is  much 
more  beneficial  than  the  treatment  of  the 
injury  that  results.  Indeed,  the  old  adage  “an 
ounee  of  prevention  is  worth  a pound  of  cure" 
is  espeeially  applicable  to  bieyele-related 
injuries.  Cycle  injuries,  espeeially  head  trau- 
ma, are  a common  cause  of  emergency  room 
visits,  and  it  is  well  documented  that  wearing 
a protective  helmet  can  significantly  decrease 
morbidity  and  mortality  from  these  accidents. 
Despite  this,  most  children  and  adults  still  do 
not  wear  bicycle  helmets. 

This  aiTiele  will  present  the  available  national 
and  South  Carolina  statistics  and  review  the  lit- 
erature concerning  the  effectiveness  and  fre- 
quency of  use  of  bicycle  helmets.  Also  included 


*Froni  the  Department  of  Pediatrics,  Medical  University 
of  South  Carolina. 

**Address  correspondence  to  Dr.  Thomas  at  the  Depart- 
ment of  Pediatrics.  MUSC.  17  I Ashley  Avenue. 
Charleston.  SC  29425. 


will  be  suggestions  of  ways  in  whieh  physicians 
and  other  health  care  workers  can  promote  hel- 
met use  among  South  Carolina  children. 

STATISTICS 

Bicycling  is  a very  popular  reereational  activi- 
ty in  our  society  as  evidenced  by  the  approxi- 
mately 96  million  bicyclists  in  the  United 
States  today.  However,  it  can  also  be  a danger- 
ous and  even  deadly  one.  According  to  Sacks, 
et  ak,  there  are  580, OOO  emergeney  room  vis- 
its and  950  deaths  annually  in  the  United 
States  as  a result  of  bicycling  injuries. 
Approximately  one-third  of  all  cycle  related 
injuries  involve  head  trauma.  In  fact,  head 
trauma  accounted  for  62  percent  of  all  deaths. 
The  magnitude  of  these  statistics  is  reflected 
in  the  fact  that  bicycling  led  to  905,752  head 
injuries  and  2,985  head  injury  deaths  between 
1984  and  1988.  While  this  is  a problem  with 
every  age.  children  are  at  increased  risk. 
Sack's  study  revealed  children  under  15  years 
of  age  accounted  for  41  percent  of  head  injury 
deaths  and  76,  pereent  of  head  injuries.  Eco- 
nomically. this  morbidity  and  mortality  has  an 
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csiimated  annual  cost  of  over  $1  billion, 
according  to  the  Proceedings  of  the  2dth 
annual  meeting  of  the  American  Association 
lor  Automotive  Medicine. 

'I’he  iirevalence  ol  serious  bicycle-related 
injuries  is  consistently  documented  in  other 
studies.  From  December  19X7  to  February 
1993,  61  trauma  centers  nationwide  reported 
that  2,468  pediatric  patients  (aged  0-19)  were 
admitted  through  trauma  centers  alter  bicy- 
cling injuries.  This  represented  8.6  percent  of 
all  trauma  patients  admitted  to  these  tertiary 
centers. (Figure  I)  This  number  is  larger  than 
gunshot  wounds  (5.3%),  sports  injuries 
(5.3%),  beatings  (2.8%),  and  motorcycle  acci- 
dents (l.4%4.’  It  must  he  emphasized  that 
these  numbers  do  not  include  children  who 
did  not  require  a trauma  center  or  were  pro- 
nounced dead  at  the  scene  of  the  accident. 

In  South  Carolina,  the  problem  is  equally 
significant.  In  reviewing  all  E coded  (coded 
by  diagnosis)  discharges  (27.1%  of  all  dis- 
charges) from  1987-1991,  it  was  found  that 
128  head  injuries  or  7.8  percent  of  all  children 
hospitalized  for  head  injuries,  were  the  result 
of  bicycling  accidents.  The  most  common  age 
groups  were  five  to  nine  years  old  (43%),  and 
10-14  years  old  (38%).  Males  were  three 
times  more  likely  than  females  to  have  a bicy- 
cle-related head  injury.  Of  these  128  patients, 
five  patients  expired  and  three  were  dis- 
charged to  chronic  care  facilities.^  In  five 
years  at  the  Medical  University  of  South  Car- 
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olina.  South  C’arolina’s  only  member  of  the 
Peiliatric  Trauma  Registry,  57  children,  or  9.6 
percent  of  all  petliatric  trauma  center  patients, 
were  evaluated  for  trauma  that  occurred  from 
a bicycling  injury.'  Finally,  according  to  South 
Carolina’s  Childhood  Injury  Reduction  Pro- 
ject,' 48  children  from  South  Carolina  died 
Ifom  bicycling  related  injuries  during  the  peri- 
od from  1985  to  1989,  with  the  majority  being 
aged  five  to  14  years  old. 

EFFECTIVENESS 

Many  studies  document  the  effectiveness  of 
helmets.  Mills  et  al  analyzed  the  mechanisms 
ol’  energy  absorption  for  frontal  and  side  cra- 
nial impacts  and  found  that  a good  helmet 
should  protect  the  wearer  for  impacts  up  to  15 
mph  into  a rigid  flat  surface.  A landmark 
study  by  Thompson  et  aP  concluded  that  rid- 
ers with  helmets  had  an  85  percent  reduction 
in  the  risk  of  head  injury  and  an  88  percent 
reduction  in  the  risk  of  brain  injury.  Wasser- 
man,  et  al,  showed  that  helmet  wearers  experi- 
enced significantly  fewer  skull  fractures  (1% 
vs  1 1%4  and  facial  soft  tissue  injuries  (5%)  vs 
18%).“'  An  additional  study  from  Tucson,  Ari- 
zona evaluated  298  patients  over  three  years 
seen  in  a trauma  center  for  injuries  from  bicy- 
cles involved  in  collisions  with  motor  vehi- 
cles. The  helmeted  riders  showed  a significant 
decrease  in  the  Injury  Severity  Score.  The 
authors  also  pointed  out  that  safer  riding 
habits  probably  play  a major  role  in  injury 
severity.'"  This  shows  that  a multifaceted 
approach  is  needed  to  combat  these  serious 
injuries. 

The  above  statistics  conclusively  show  that 
bicycling  injuries  are  a major  problem  in 
South  Carolina  and  nationwide.  Since  a 
majority  of  these  injuries  involved  head  trau- 
ma, increasing  the  number  of  riders  who  wear 
helmets  properly  will  reduce  the  number  of 
head  injuries. 

HEEMET  USE 

In  1986,  the  United  States  Cycling  Federation 
rendered  a decision  that  required  all  riders  to 
wear  helmets  during  officially  sponsored  races. 
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A survey  showed  that  80  pereent  of  raeers  used 
helmets  in  training  after  this  ruling.  However, 
64  pereent  of  these  raeers  had  used  helmets 
before  the  law  was  even  in  effeet."  These  expe- 
rieneed  eyelists  obviously  feel  that  wearing  a 
proteetive  helmet  is  worthwhile,  but  the  general 
population  appears  to  feel  differently. 

Numerous  reports  have  been  published 
about  the  use  of  helmets  in  all  bicyelists,  and 
in  children  specifically.  Prior  to  any  interven- 
tions, the  helmet  usage  ranges  from  two  per- 
cent to  10  percent  of  all  recreational  riders, 
with  most  studies  leaning  toward  the  lower 
numbers.  Weiss'  1985  survey  showed  1.85 
percent  of  elementary  school  children,  zero 
percent  of  middle  school  children,  1.85  per- 
cent of  high  schoolers,  and  1 0 percent  of  col- 
lege students  actually  wore  helmets.'-  Wasser- 
man,  et  ah,  interviewed  cyclists  at  the  road- 
side and  found  that  only  3.7  percent  of  chil- 
dren aged  11-19  were  helmeted  at  that 
instance.'’  Otis,  et  ah.  estimated  that  the  use  of 
helmets  in  children  is  low.  varying  between 
two  and  four  percent.”  Of  the  2,468  patients 
treated  at  trauma  centers,  the  use  of  helmets 
was  noted  in  only  31  ( 1.3%).’ 

In  Charleston,  South  Carolina,  in  a survey 
taken  by  observation  over  a two-day  period, 
132  cyclists  were  observed,  including  87  chil- 
dren. Although  nine  of  45  adults  (20%)  had 
helmets  on.  only  two  of  the  87  children 
(2.3%)  were  wearing  protective  headgear. 
Although  this  is  a very  small  sample  popula- 
tion of  cyclists,  this  2.3  percent  is  not  surpris- 
ing and  consistent  with  the  results  of  most 
larger  studies  nationally.  A review  of  the 
Medical  LIniversity  of  South  Carolina  trauma 
registry  statistics  showed  that  of  the  57  chil- 
dren seen  for  trauma,  none  had  documented 
helmet  use.’ 

Inadequate  helmet  usage  in  children  may 
have  several  causes.  DiGuiseppi.  et  ah.  looked 
at  why  parents  hadn't  purchased  helmets  for 
their  children,  and  also  why  children  didn't 
wear  them.  Eifty-one  percent  of  parents  stated 
that  they  “never  thought  about  purchasing:” 
29  percent  thought  the  “helmet  cost  too 
much.”  Twenty  percent  thought  that  their 


“child  would  not  wear  helmet;”  and  12  per- 
cent stated  that  a “helmet  is  not  needed.”  The 
latter  group  gave  reasons  including  “child  sel- 
dom rides,  only  rides  around  the  neighbor- 
hood, and  only  rides  where  it  is  safe.”  The 
most  comnK)n  children's  reason  for  not  wear- 
ing helmets  was  “friends  don't  wear  them” 
(28%  of  helmet  owners  and  25%  of  nonown- 
ers). In  fact,  they  found  that  only  56  percent  of 
all  children  who  owned  helmets  actually  wore 
them  the  last  time  they  cycled.” 

WHAT  WORKS  TO  IMPROVE  HELMET 
USE? 

The  task  to  increase  bicycle  helmet  use  is  a 
monumental  one.  Many  strategies  in  many 
communities  have  been  attempted  with  varied 
success. 

The  hallmark  program  was  a community- 
wide campaign  held  in  Seattle,  launched  in  the 
summer  of  1986.  In  this  very  successful  cam- 
paign, various  strategies  were  utilized  to  reach 
three  goals:  increase  parental  awareness,  pro- 
mote use  by  children,  and  reduce  the  financial 
costs  of  protective  headgear.  To  increase 
parental  awareness  of  the  need  for  helmets, 
the  program  used  multiple  public  service 
announcements,  PTA  presentations,  posters, 
and  bike  tags.  To  promote  use  by  children,  a 
popular  cycling  group  was  featured  to  make  it 
“cool”  to  wear  a helmet.  Multiple  incentives, 
including  sporting  event  tickets  and  french  fry 
coupons,  were  given  away  at  various  times  to 
bicyclists  wearing  helmets.  And  finally,  to 
reduce  the  financial  barriers  to  helmet  pur- 
chase, multiple  discount  coupons  for  helmets 
to  be  sold  at  cost  were  distributed.  In  school- 
aged  children,  helmet  use  increased  from  5.5 
to  15.7  percent  in  16  months  after  the  eam- 
paign  had  started."*  By  three  years,  33  percent 
of  children  in  the  .Seattle  area  aged  five  to  nine 
years  old  were  wearing  helmets.'’  Other 
avenues  have  been  explored  but  have  met 
with  very  limited  suecess.  These  include 
school-based  intervention'"''’  and  emergency 
room  counseling.’'’  Therefore,  most  authors 
agree  that  physicians  interested  in  increasing 
bicycle  helmet  use  should  direct  their  atten- 
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tioii  toward  community  based  programs. 

An  excellent  review  article  written  by  Dr. 
.lelTrey  Brown,  published  in  Contemporary 
Pediatrics,  outlines  the  best  steps  to  convince 
children  and  parents  to  wear  bicycle  helmets. 
His  stepwise  approach,  includes  forming  a 
cH)alition.  organi/ing  support  and  funding, 
starting  with  smaller  projects,  and  most 
importantly,  branching  out  to  involve  the 
community.  This  article  should  be  read  by 
anyone  interested  in  starting  a helmet  program 
in  their  community."'  Table  1 is  a list  from  this 
review  which  lists  excellent  places  to  get  help 
in  starting  a eampaign. 

LE(;iSLATK)N 

Unfortunately,  preventive  health  care  on  a 
mass  scale  has  always  required  legislation  in 
the  past.  Widespread  acceptance  of  seat 
helts/restraints.  infant  car  seats,  and  child- 
proof containers  did  not  occur  until  mandated 
by  law.  Eventually,  the  use  of  bicycle  helmets 
by  children  may  also  become  mandatory 
nationwide.  In  fact.  New  Jersey  passed  a law 
that  went  into  effect  in  July  of  1992  that 
required  bicycle  riders  and  passengers  under 
14  years  old  to  wear  fastened  and  properly  fit- 
ted helmets  that  met  the  standards  of  the 
American  National  Standards  Institute  or  the 
Snell  Memorial  Foundation's  1984  Standard 
for  Protective  Headgear  for  Use  in  Bicycle 
Riding."  The  state  of  Georgia  recently  passed 
a law  that  states  “no  person  under  the  age  of 
16  years  old  shall  operate  or  be  a passenger  on 
a bicycle... without  wearing  a bicycle  helmet.-"' 
Howard  County.  Maryland,  passed  a similar 
law  after  two  school  aged  boys  died  within  a 
nine  month  period  from  injuries  incuiTed  dur- 
ing accidents  on  bicycles.-’'  Dannebery  and 
Vernick  recently  suggested  a proposal  for  the 
mandatory  inclusion  of  helmets  in  the  pur- 
chase of  all  children’s  bicycles.  However, 
until  a similar  legislative  act  is  passed  in 
South  Carolina,  an  attempt  to  voluntarily 
increase  helmet  use  is  needed. 

SUMMARY 

This  review  article  demonstrates  the  clear 
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need  for  helmet  usage  in  ehildren  everywhere. 
The  lives  that  could  be  changed  and  the 
money  that  could  be  saved  from  needless 
injury  and  death  is  substantial.  As  physicians 
and  community  leaders,  we  must  all  do  our 
part  to  ensure  the  safety  of  children.  This  must 
be  done  by  joining  or  initiating  a local  com- 
munity campaign.  Physicians  need  to  become 
part  of  this  preventive  effort,  both  with  their 
patients  and  by  example.  Hopefully,  by  fol- 
lowing the  suggestions  of  other  programs 
already  implemented  throughout  the  United 
States  and  working  together  with  the  commu- 
nity. we  can  substantially  decrease  the  number 
of  needless  bicycle  injuries  suffered  by  South 
Carolina's  children.  3 
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Assisted  RepiodLiclive  Teclinology  (ART),  like 
many  medieal  specialties,  has  changed  dramat- 
ically in  the  last  ten  years.  New  techniques 
include  in  \ itro  fertilization  and  embryo  trans- 
fer (IVF-ET).  gamete  intrafallopian  transfer, 
zygote  intrafallopian  transfer  and  micromanip- 
ulation of  gametes.  The  latest  in  ART  is  now 
available  in  the  upstate  of  South  Carolina 
through  the  Greenville  Hospital  System 
(GHS). 

Although  this  successful  program  is  new  to 
the  area,  ART  is  not  new.  The  first  “test  tube 
baby.”  Louise  Brown,  was  born  on  July  25. 
1978.  in  London.  England.'  The  latest  figures 
indicate  that  more  than  4,0()0  babies  were 
born  in  the  United  States  and  Canada  follow- 
ing IVL-ET  cycles  initiated  in  1991.- 

The  majority  of  our  procedures  to  this  date 
have  been  IVF-ET.  In  the  following  report  we 
describe  this  IVF-ET  procedure,  associated 
laboratory  techniques  and  the  results  obtained 
from  our  initial  experiences  with  IVF-ET. 

MATERIALS  AND  METHODS 

Patient  Referral  Base  - Geographie  Loeation 
Patients  are  referred  from  North  and  South 

*Froni  the  Department  of  Obstetrics  and  Gynecology. 
Division  of  Medical  Education  and  Research. 
Greenville  Hospital  System,  701  Grove  Road. 
Greenv  ille.  SC  2960.S. 

**Address  correspondence  to:  W'illiam  R.  Boone. 
Ph.D..  Reproductive  Endrocrinology  Associates,  Suite 
470.  890  West  Paris  Road  B#2,  Greenv  ille,  SC  29605. 


Carolina  as  well  as  other  southeastern  states. 
Of  the  79  cases  in  this  report,  68  originated 
from  10  different  counties  in  .South  Cantlina, 
eight  came  frmn  North  Carolina,  and  one  case 
came  from  each  of  the  following  states;  Geor- 
gia, Kentucky  and  Texas. 

Patient  Sereening  Proeednre 
Couples  are  typically  deemed  eligible  for 
IVF-ET  when  the  following  criteria  apply;  ( I ) 
absence  or  obstruction  of  both  fallopian  tubes 
that  is  deemed  irreparable  by  current  treat- 
ment methods.  (2)  extensive  pelvic  adhesive 
disea.se.  (3)  moderate  to  severe  endometriosis, 
(4)  compromised  semen  quality  and/or  (5) 
infertility  of  undetermined  etiology  where 
IVF-ET  seems  a reasonable  means  of  attain- 
ing pregnancy. 

Orientation  for  the  Couple 
Couples  electing  IVF-ET  attend  an  education- 
al session.  A nurse-coordinattrr  presents  infor- 
mation about  the  IVF-ET  procedure,  the  med- 
ication protocol  preliminary  to  the  procedure 
and  the  effects  (and  potential  complications) 
of  the  medications.  The  nurse  demonstrates 
and  supervises  a practice  session  on  mixing 
and  administering  the  five  hormone  prepara- 
tions and  allows  ample  time  for  couples  to 
have  their  questions  answered.  Each  couple 
receives  a workbook  describing  the  procedure. 
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lAHLK  1 

OVARIAN  STIMULATION  PROTOCOLS  FOR  IN  VITRO  I KRTILIZATION  PATIKNTS 

Niiniber  of  Mg.  of  Luprolide 

Amps  of 

Amps  (»f 

Protocol  Patients  Acetate  (LA)* 

fsil; 

hM(;t 

With  LA  67  15.()§ 

9.81 

19.6** 

Without  LA  12  0 

34.2ft 

9.5+t 

* Luprolide  acetate  is  a gonadotropin  releasing  hormone  agonist  (Lupron) 

• Ampules  of  follicle  stimulating  hormone  (Metrodin) 
hMG  is  human  menopausal  gonadotropin  (Peronal) 

S Range  5 to  28  mg 
H Range  0 to  56  ampules 
**  Range  0 to  38  ampules 
' Range  8 to  60  ampules 
Range  0 to  24  ampules 

TKCHMQIES 

CoutwUed  Ovarian  Hyperstinnilation 
The  majority  of  IVF-ET  patients  are  plaeed  on 
a luprolide  acetate  (Lupron)  regimen  to  dovvn- 
regulate  the  pituitary  gland  prior  to  ovarian 
stimulation  (Table  I ).  (The  following  is  a gen- 
eral protocol  and.  thus,  may  vary  among 
patients. ) 

Lupron.  a gonadotropin  releasing  hormone 
(GnRFI)  agonist,  is  administered  for  approxi- 
mately 10  days  prior  to  the  onset  of  menses 
and  the  start  of  the  IVF-ET  cycle.  On  Day  3 
(Day  I is  the  first  day  of  menses)  of  the  IVF- 
ET  cycle,  follicle  stimulating  hormone  (FSFI) 
and  human  menopausal  gonadotropin  (hMG) 
are  given  (Table  I ).  On  Day  8,  the  FSH  is  dis- 
continued. Serum  estradiol  (Ei)  concentra- 
tions and  follicular  sizes  are  carefully  moni- 
tored. and  human  chorionic  gonadotropin 
(hCG)  is  given  when  the  serum  E->  level  and 
follicular  sizes  are  appropriate.  The  hCG 
injection  (lO.OOO  units)  is  usually  given  when 
the  E-)  level  falls  within  a range  of  2500  to 
3600  pg/ml  and/or  the  largest  follicle  diameter 
averages  16  mm  or  greater  on  a two-dimen- 
sional picture  as  ascertained  by  vaginal  probe 
ultrasound. 

Patients  who  have  responded  poorly  to  past 
stimulation  attempts  receive  a non-Lupron 
treatment  which  includes  either  hMG  and 
FSH  or  FSH  only  (Table  1 ).  In  addition  to  the 
usual  Ft  and  ultrasound  determinations,  daily 
luteinizing  hormone  and  progesterone  values 
are  obtained  to  aid  early  prediction  of  impend- 


ing follicular  rupture. 

Oocyte  Recovery 

For  the  majority  of  patients,  intravenous  (IV) 
analgesia  is  used  to  blunt  the  discomfort  of  the 
oocyte  recovery  procedure.  The  advantage  of 
IV  analgesia  over  general  anesthesia,  besides 
the  post-operative  advantages  of  being  able  to 
eat,  drink  and  return  home  within  hours  after 
the  procedure,  is  that  patients  are  able  to 
observe  aspiration  of  follicles  on  the  nearby 
ultrasound  monitor. 

Oocyte  recovery  is  performed  in  a dedicated 
operating  room  (OR)  (Figure  1)  using 
transvaginal  ultrasound  guidance.  An  ultra- 
sound probe,  with  a needle  guide,  is  placed 
into  the  vagina.  With  the  aid  of  the  ultrasound 
machine,  an  image  of  the  patient's  ovaries  is 
\ isLialized  on  the  monitor.  Ovarian  follicles  in 
excess  of  4 mm  in  size  can  usually  be  aspirat- 
ed within  30  minutes  using  a 16-gauge  double 
lumen  needle  (Cook  OB/GYN,  Catalog  No. 
KOPSD-I63301 ). 

Follicular  aspirates  are  passed  to  personnel 
in  the  ART  laboratory  (Figure  2)  through  a 
door  connecting  it  to  the  OR.  Oocytes  recov- 
ered from  the  follicular  tluid  are  placed  into  a 
37^^C  incubator.  The  internal  en\  ironment  of 
the  incubator  is  maintained  at  five  percent 
COi  in  air  with  a relative  humidity  of 
between  95  and  lOO  percent. 

Sperm  Preparation 

Most  semen  samples  are  collected  one  to 
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Fi}>iire  I.  Dedicated  Operating  Room  (OK)  lor  the 
Pert'ormaiiee  of  Assisted  Keprodiietive  reeliiiolojjy 
(AK  f)  I’roeediires. 


Figure  3.  Sperm  Washing  and  Sw  im-l  p Procedure. 
(A)  Culture  medium  is  added  to  the  semen.  (B)  Cen- 
trifugation forces  the  sperm  into  a pellet.  (C)  The 
sperm  pellet  is  layered  with  a small  volume  of  cul- 
ture medium  and  ineuhated  for  approximately  60 
minutes.  ID)  During  incuhation,  the  most  highly 
motile  sperm  “swim-up*’  into  the  layer  of  culture 
medium  which  is  then  collected  and  used  for  insemi- 
nation of  oocy  tes. 


Figure  2.  State-of-the-Art  Assisted  Reproductive 
Feehnology  (AR  F)  I.ahoratory. 


seven  hours  after  the  ooeyte  reeovery  proee- 
dure  has  been  eonipleted.  Samples  are  plaeed 
into  test  tubes  and  eulture  medium  is  added. 
The  milieu  is  eentrifuged  (340  x g)  to  produee 
a sperm  pellet  at  the  bottom  of  the  tube;  the 
tluid  portion  is  removed.  The  washing  proee- 
dure  is  followed  by  a layering  of  the  sperm 
pellet  with  a small  volume  of  fresh  culture 
medium.  This  layering  procedure  allows  for 
the  most  vigorous  sperm  to  ‘'swim  up”  into 
the  culture  medium  (Figure  3). 

The  eulture  medium-sperm  mixture  is  incu- 
bated for  approximately  one  hour  prior  to  the 
removal  of  the  supernatant.  This  incubation 
period  allows  sperm  to  capacitate,  or  alter 
their  physiological  state,  a process  that  must 
occur  before  sperm  can  fertilize  oocytes.  A 
lO-pl  aliquant  of  the  supernatant  is  diluted 
and  analyzed  for  sperm  concentration.  After 
preliminary  calculations,  the  appropriate  vol- 
ume of  supernatant  necessary  to  inseminate 
each  oocyte  with  1 00. 000  or  300.000  motile 
spermatozoa  is  determined.  The  total  number 
of  sperm  selected  for  insemination  is  depen- 
dent upon  the  qualities  of  the  semen  sample 
and  the  oocytes. 

Oocyte  Fertilizotioii  ami  Embryo  Develop- 
ment 

Oocytes  are  evaluated  for  maturity  and 
exposed  to  sperm  only  after  the  appropriate 
stage  of  development  is  reached  (Figure  4A. 
4B).  Once  the  sperm  have  been  added  to  the 
oocytes,  the  gametes  are  left  undisturbed  for 
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A B 


Figure  4.  Anatomy  of  the  Human  Oocyte  and  its  Developmental  Stages  After  Fertilization  with  Human  Sperm. 
(A)  Mature,  unfertilized  human  oocyte:  (1)  Perivitelline  space,  (2)  Polar  body,  (3)  Corona  radiata,  (4)  Zona 
pellucida,  (5)  Ooplasm.  (Bl  Fusion  of  sperm  with  the  oocyte.  (C)  Fertilized  oocyte  (zygote):  (1 » Polar  bodies,  (2l 
Pronuclei.  (D)  2-cell  embryo.  (E)  4-cell  embryo.  (F)  8-cell  embryo. 


approximately  18  hours,  after  which  time  the 
cumulus  cells  surrouruiing  the  oocytes  are 
mechanically  removecJ  anti  the  gametes 
observecd  for  evi(dence  of  fertilization.  Fertil- 
ization is  confirmecJ  when  two  pronuclei  are 


observed  within  the  cytoplasm.  At  this  stage 
the  cell  is  called  a zygote  (Figure  4C). 

After  confirmation  of  fertilization,  the 
zygotes  are  placed  in  fresh  culture  medium 
and  allowed  to  remain  undisturbed  in  the 
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iiicuhalor  uiilil  ready  for  emhryo  Iraiisrcr. 
lunhryo  rmnsjcr 

Idiibryo  liaiisfer  (li'l  ) generally  lakes  plaee  al 
or  near  the  2-lo  S-eell  stage  (l•igLlre  41).  4H. 
4b)  and  rec|iiires  no  anesthesia.  I'he  patient 
lies  supine,  and  a speeuluni  is  inserted  into  the 
vagina  to  \ isiiali/.e  the  eervix.  A ealheler  eon- 
laining  one  to  four  embryos  (live  to  six 
embryos  may  be  Iranst'erred  to  women  37 
years  of  age  or  older)  is  passed  through  the 
eervix  and  into  the  uterine  eavity.  Onee  the 
eatheter  is  in  plaee.  the  embryos  are  released. 
The  patient  remains  in  the  Trendelenburg 
position  lor  an  additional  three  hours  before 
being  discharged  fix)m  the  hospital. 

Ih’tcnninini’  Clinical  Pregnancy 
The  Society  for  Assisted  Reproductive  Tech- 
nology (SART)  defines  a clinical  pregnancy 
as  a rising  beta-human  chorionic  gonadotropin 
([3-hCG)  and  the  presence  of  a gestational 
sae(s)  on  ultrasound.  Pregnancy  rates  are 
derived  from  the  number  of  patients  going  to 
oocyte  retrieval  (whether  or  not  any  oocytes 
are  obtained)  divided  into  the  number  of 
patients  that  demonstrate  a clinical  pregnancy. 

RKSLILTS  AND  DISCUSSION 

In  May  of  1993.  SART  published  the  pregnan- 
cy rate  for  the  21,083  oocyte  retrievals  initiat- 
ed in  the  United  States  and  Canada  in  1991 
(the  most  currently  completed  data).'  The 
United  States  and  Canadian  pregnancy  rate  is 
19.1  percent  (4.017/21.083).  The  pregnancy 
rate  for  the  79  oocyte  retrievals  initiated  by 
CHS  in  1992  and  1993  is  27.8  percent 
(22/79). 


The  delivery  rale  for  the  United  Stales  and 
C’anada  is  US. 2 percent  (3,2  LS/2 1 .083).  Con- 
sidering the  ongoing  nature  of  many  of  our 
pregnancies,  CHS  exiiecls  a delivery  rate  of 
24. 1 percent  ( 19/79). 

Al  CHS,  there  were  no  meaningful  differ- 
ences between  successful  and  unsueeessful 
collides  with  respect  to  patient  demographics 
and  iiiior  reiiroduelive  history  (Table  3).  It  is 
interesting  to  note  that  of  the  six  women 
above  40  years  of  age.  none  became  pregnant. 

Couples  achieving  pregnancy  had  higher 
sperm  counts  and  a greater  proportion  of 
motile  sperm  than  nonprcgnanl  couples  (Table 
4).  Women  who  became  pregnant  had,  on  the 
average,  higher  estradiol  levels  on  the  last  day 
of  hormone  therapy  (2.460  versus  2,293 
pg/ml).  more  follicles  ( 13.6  versus  1 1 .9),  more 
oocytes  retrieved  (12.3  versus  10.2),  and  a 
slightly  higher  fertilization  rale  (81  percent 
versus  72  percent).  Women  who  became  preg- 
nant also  had  a greater  number  of  embryos 
available  for  transfer  (5.7  versus  4.3)  than 
nonpregnanl  women. 

In  those  instances  where  embryos  were 
returned  to  the  patient,  more  were  transferred 
in  the  pregnant  group  (4.1)  than  in  the  non- 
pregnant group  (3.6).  All  couples  in  the  preg- 
nant group  had  at  least  two  embryos  trans- 
ferred as  compared  to  10  patients  in  the  non- 
pregnant  group  that  had  fewer  than  two 
embryos  transferred  (six  patients  - 0 embryos 
transferred;  four  patients  - one  embryo  trans- 
ferred). A higher  proportion  of  embryos  trans- 
ferred to  patients  in  the  pregnant  group  were 
at  a stage  greater  than  four  cells  as  compared 
to  the  nonpregnant  group  (63  percent  versus 
48  percent). 


TABLE  2 

UNITED  STATES/CANADA  (US/C)  AND  GREENVILLE  HOSPITAL  SYSTEM  (GHS) 

IN  V ITRO  FERTILIZATION  TREATMENT  OUTCOMES 

(n  oiip  No.  of  Retrievals  No.  of  Pregnancies  No.  of  Abortions  No.  of  Deliveries 

LI.S/C*  21.083  4.017  ( 19.1  )-;•  802(19.9)  3.215(15.2) 

GH.S  79  22(27.8)  3(13.6)  19(24.1) 

*Based  on  ihe  most  current  data  ( 1991 ) ' 
rNumbers  in  parentheses  are  percentages 
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TABLE  3. 

CHARACTERISTICS  AND  PRIOR  HISTORIES  OE  PRIXJNANT  VERSUS  NONPREIiNAM  PATIENTS 


PregiMilt  Nonpregnant 


Number  of  patients 

22 

57 

.Age  20-29  years  (%) 

8 (36) 

12  (21) 

30-39  years  (%) 

14  (64) 

.39  (68) 

40  or  older  (%) 

0 ( — ) 

6 (II) 

Mean  height  in  cm  (sd)* 

164.8  (6.0) 

165.9  ( 6.7) 

Mean  weight  in  kg  (sd) 

65.2  (13.3) 

65.0(14.0) 

F\mcent  ideal  weightt  (sd) 

1 16.4  (24.7) 

1 14.5  (25.8) 

Previous  pregnancy  (%) 

11  (50) 

28 (49) 

Previous  ART  cycle  (%) 

3 (14) 

14(25) 

*sd  = standard  deviation 

tActual  body  weight  divided  by  the  ideal  body  weiglit  taken  from  a life  insurance  table. 


TABLE  4 

SELECTED  V ARIABLES  EOR  WHICH  DIEEERENCES  WERE  PRESENT  IN  PRPXJNANT  VERSUS 
NONPREGNANT  GROUPS  HI  RING  THE  INITIAL  IN  VITRO  EERTILIZATION  PROCEDURE 

Presnaiit 

Nonpreanant 

Number  of  patients 

22 

57 

Sperm  Preparation 

Prewash  Sperm  Concentration 
(million/ml)*  (sd)  t 
Percent  prewash  TMSt  (sd) 
Postwash  Cone  (sd)  (million/ml) 
Percent  postwash  TMS  (sd) 

89.2  (63.3) 

47.2  (49.2) 
1 17.3  (84.7) 

71.9(69.4) 

81.2  (63.3) 

40.9  (42.5) 

90.9  (80.8) 

57.3  (51.0) 

Estradiol  Values 

Estradiol  value  (pg/ml) 
on  day  of  hCC]!  (sd) 

2459.8  (986.9) 

2292.9(1547.8) 

Oocyte  Fertilization  and  Embryo  Development 
Number  of  follicles  (sd) 

Oocytes  recovered  ( sd ) 

Percent  fertilized  (sd) 

Number  of  embryos  (sd) 

13.6(4.8) 
12.3  (4.7) 
80.6  (17.6) 
5.7  (2.4) 

1 1.9  (6.0) 

10.2  (7.5) 

72.3  (30.0) 
4.3  (2.8) 

Embryo  Transfer 

Total  number  of  embryos  transfen'ed  (sd) 

4.1  ((J.7) 

3.6  (1.2) 

*Data  for  nonpregnant  group  based  on  49  patients;  remaining  8 patients  required  donor  sperm 

t sd  = standard  deviation 

t Total  motile  sperm 

'll  hCG  = human  chorionic  gonadotropin 

Many  couples  with  excess  zygotes  (fertil- 
ized oocytes)  chose  to  preserve  these  cells  for 
a future  embryo  transfer  procedure  using  cry- 
opreservation.  This  process  involves  exposing 
the  zygotes  to  a cryoprotectant,  placing  the 
exposed  cells  into  plastic  straws  and  freezing 


in  liquid  nitrogen  (LNt).  Zygotes  in  this  state 
of  suspended  animation  may  be  stored  for  as 
long  as  three  years.  (These  frozen  cells  were 
not  incorporated  into  these  data.) 

CONCLUSION 


them  at  a controlled  rate  to  -180*^0.  The  The  Assisted  Reproductive  Technology  (ART) 

straws  and  their  contents  are  then  submerged  program  of  the  Greenville  Hospital  System 
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has  now  perrorniod  7d  IVh'-HT  procctkires 
with  a clinical  pregnancy  rale  greater  than  the 
combined  Unitcxl  Stales  and  Canadian  average 
(27.8  percent  versus  Id.  I percent),  bindings 
I'rom  (ills  suggest  that  factors  such  as  semen 
cpiality.  estradiol  concentration,  number  of 
ooeytes  recovered,  percent  fertilization  and 
number  of  embryos  transferred  may  influenee 
the  success  of  AR'b.  “I 
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ADDENDUM 

Since  this  manuscript  was  submitted,  we  have 
tabulated  all  data  from  1993.  During  that  year, 
78  stimulated  cycles  were  initiated  with  70  (90 
percent)  resulting  in  a retrieval.  A total  of  64 
of  the  70  cycles  (91  percent)  underwent  a 
transfer,  and  25  (36  percent)  women  conceived 
a clinical  pregnancy.  A total  of  22  of  the  70 
women  (31  percent)  have  delivered  or  have  an 
ongoing  pregnancy. 
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...a  promise  to 
defend,,. 

HERE  ARE  THE  FACTS:  Over  25%  of  America’s  Physicians  were  em- 
broiled in  a malpractice  issue  in  the  last  12  months.  More  than  80%  of 
those  malpractice  allegations  will  be  closed  without  an  award  for  dam- 
ages. Your  professional  reputation  and  your  personal  assets  are  on  the 
line  when  your  professional  liability  carrier  is  not  both  financially  sound 
and  experienced  in  the  law  and  the  judicial  system. 

WHEN  THE  ISSUES  ARE  LEGAL,  NOT  MEDICAL— when  the  allegations 
are  frivolous,  or  highly  emotional — you  need  a company  and  legal  repre- 
sentation that  understands  the  problem  and  has  the  experience  to  resolve 
the  issue.  The  Medical  Protective  Company  has  specialized  in  defending 
doctors  since  1 899.  Our  legal  and  claims  management  experience  is 
unmatched  by  any  other  insurer  in  the  U.S. 

FOR  MORE  INFORMATION  on  how  we  can  protect  your  professional 
reputation  and  your  personal  assets,  call  your  local  Medical  Protective 
General  Agent  at  1 -800-344-1 899. 
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HIGHLIGHTS  OF  THE  JULY  21  BOARD  OF  TRUSTEES  MEETING 


At  the  July  26  Board  of  Trustees  meeting,  SCMA  Pres- 
ident, 0.  Marion  Burton,  M.  D.,  discussed  his  personal 
goal  of  promoting  unity  among  the  SCMA  and  special- 
ty societies  by  establishing  the  Inter-Specialty  Council 
to  address  legislative  matters. 


A statement  of  policy  on  ethical  issues  in  managed  care 
was  approved  by  the  board  for  pubhcation  in  The  Jour- 
nal. □ 


MEDICARE  UPDATE 


By  now  you  should  have  received  the  August,  1994 
Medicare  Advisory.  Included  in  this  Advisory  are  com- 
plete directions  on  using  the  Automated  Response  Unit 
(ARU),  Part  B problem  solving  guide,  who  to  contact 
with  a problem,  and  other  important  information  you 
should  read  carefully. 

Interest  Rate  Update:  The  interest  rate  for  overpayments 
is  13.0  percent  effective  July  1, 1994.  This  interest  rate 
is  applied  to  the  amount  due  from  a provider  when  a claim 
has  been  overpaid  and  is  also  applied  to  the  amount  under- 
paid by  Medicare  when  additional  benefits  resulting  from 
an  appeal  or  hearing  are  not  paid  within  30  days  of  deter- 
mination. There  is  a separate  interest  rate  that  applies  to 
claims  not  paid  timely.  The  new  prompt  payment  inter- 
est rate  is  7.0  percent  effective  for  schedule  payment  dates 
of  July  1 through  December  31, 1994. 

/CD-9-CM  Codine  Update:  The  ICD-9-CM  coding  sys- 
tem will  issue  an  update  for  claims  processed  on  and  after 
October  1 , 1994.  Medicare  will  accept  the  new  codes,  as 
well  as  the  current  ICD-9-CM  codes,  from  October  1 
through  December  3 1 , 1994.  You  must  use  the  new  codes 


for  professional  services  billed  on  and  after  January  1, 
1995  or  your  claim  may  be  denied. 

Allergen  Immunotherapy  Billing:  CPT  code  95165  has 
been  removed  from  the  list  of  procedures  which  must  be 
billed  hardcopy.  You  can  now  file  claims  for  CPT  code 
95 1 65  electronically! 

Non-Bilateral  Services:  HCFA  has  recently  clarified  that 
certain  non-bilateral  procedures  could  be  reported  and 
paid  on  the  same  day.  The  codes  which  may  be  billed  and 
paid  for  the  same  day  service  are:  11011, 11101, 17001, 
17002, 17101, 17102, 17201,  and  63048.  HCFA  has  clar- 
ified that  code  92543  is  a single  procedure  which  can  only 
be  billed  once  on  any  given  date. 

Basic  Billing  Workshop:  Medicare  has  scheduled  anoth- 
er Medicare  Part  B Basic  Billing  Workshop  for  October 
12, 1994.  Registration  information  is  in  the  August  1994 
Advisory. 

( continued  on  page  2 ) 


MEDICARE  UPDATE  (continued) 


Health  Professional  Shortafe  Areas  Update  (HPSAs): 
Effective  for  services  rendered  on  or  after  August  1 , 1994, 
the  Lake  City  Service  Area  of  Florence  County  has  been 
classified  as  a HPSA.  The  Service  Area  includes  the  fol- 
lowing Census  Tracts; 

• Census  Tract  18:  Lower  half  of  Pamplico  Division 
including  the  town  of  Pamplico 

• Census  Tract  20:  Scranton  & Northern  Lake  City 

• Census  Tract  22.01-22.02:  Lake  City  West  & East 

Physicians  must  report  modifier  -QU  in  item  24d  of  the 
HCFA- 1 500  ( 1 2-90)  claim  form  each  line  of  service  that 
was  rendered  in  a HPSA  located  in  Florence  County. 


HPSA  incentive  payments  of  10  percent  are  calculated 
and  issued  once  a quarter.  For  additional  i/formation  on 
HPSAs,  please  see  your  August  and  October  1993  Medicare 
Advisory.  ■ 

I 

Advisory  Update:  Begirming  in  September,  the  medical 
directors  office  will  publish  all  local  draft  medical  poli- 
cies in  the  Medicare  Advisory.  Riysicians  will  have  45 
days  ftom  the  date  published  to  respond  to  these  proposed 
policies.  Comments  should  be  sent  through  the  Carrier 
Advisory  Committee  representative  for  your  specialty.  □ ! 


MEDICAID 

Incentive  Payment:  A one-time  incentive  payment  will 
be  issued  to  active  primary  care  physicians  who  have 
served  at  least  100  Medicaid  recipients  during  the  Fed- 
eral Fiscal  Year  1993.  The  amount  per  client  will  vary  (see 
outline  below)  depending  upon  the  amount  of  recipients 
seen  by  each  primary  care  physician.  The  report  of  pri- 
mary care  physicians  who  qualify  for  this  one-time  incen- 
tive payment  was  based  on  Early  and  Periodic  Screen- 
ing, Diagnosis  and  Treatment  exams,  office,  prenatal  and 
piostpartum  visits  for  claims  from  October  1 , 1992  through 
September  30, 1993. 

Payment  per  Oient  Number  of  Clients  Served 


$3.00 

100  - 499 

$5.00 

500  - 999 

$7.00 

1,000-1,499 

$8.00 

1,500  - or  more 

UPDATE 

I 

Office  visit  payments  have  not  been  increased  due  to  bud-  ! 
getary  constraints,  so  the  purpose  of  this  one-time  pay- 
ment is  to  offer  some  relief  to  primary  care  physicians 
for  inflationary  costs,  and  to  represent  the  Finance  Com- 
mission's monetary  commitment  to  primary  care  physi- 
cians as  we  transition  into  a managed  care  system.  All  ' 
prfiysicians  who  qualify  for  the  incentive  payment  will  be  j 
notified  by  letter  of  the  payment  amount  and  the  num-  i 
ber  of  clients  served.  A bulletin  will  be  forthcoming  with 
a detailed  explanation. 

Revised  Anesthesia  Methodoloipi:  Effective  with  dates 
of  service  on  or  after  August  1 , 1994,  Medicaid  will  adopt 
Medicare's  methodology  for  anesthesia  team  reimburse- 
ment The  unit  rate  for  anesthesiologists  and  CRNAs, 
regardless  of  supervisory  status,  will  be  $12.00.  Any  ques- 
tions about  the  methodology  change  should  be  directed  to 
the  Department  of  Physician  Services  at  (803)  253-6134.  | 
A Medicaid  Bulletin  is  forthcoming  with  details.  □ |j 


DISEASE  REPORTING 

DHEC's  ability  to  advise  doctors  of  an  increase  in  risk/incidence  of  disease  occurrences  in  local  areas  is  an  | 
important  use  of  disease  reporting  data,  which  is  directly  applicable  to  a primary  care  physician.  i 

South  Carolina  law  requires  medical  care  facilities  or  laboratories  to  report  persons  diagnosed  with  any  disease  j 
DHEC  identifies  as  a reportable  condition.  When  reporting,  consult  the  “South  Carolina  List  of  Reportable  j 
Conditions  for  1994.”  To  aid  in  reporting,  DHEC  plans  to  institute  a 1-800  disease  reporting  line  this  summer  j 
that  will  operate  24  hours  a day,  365  days  a year.  Until  that  time,  reports  can  be  made  on  the  1129  card  by 
calling  your  local  county  health  department,  or  (803)  737-4165  in  Columbia.  □ | 
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PHYSICIANS  CARE  NETWORK  UPDATE 

The  SCMA  Members’  Insurance  Trust,  with  4,600 
insureds,  has  contracted  with  Physicians  Care  Networic 
effective  August  15,  1994.  Additional  hospitals  con- 
tracting with  PCN  include  Colleton  Regional  Hospital  in 
Walterboro  and  Providence  Hospital  in  Columbia. 

By  now,  all  PCN  participating  providers  should  have 
received  a letter  requesting  you  to  complete  a business 
contact  list  If  you  have  any  key  contacts  within  the  busi- 
ness industry,  please  complete  the  form  and  return  it  to 
PCN.  This  marketing  strategy  will  greatly  assist  in  recniit- 
ing  businesses  to  contract  with  PCN. 

To  request  additional  forms,  please  call  Barbara  Whit- 
taker at(803)  798-6207,  or  statewide  at  1-800-327-1021 , 
ext.  226,  or  George  O'Laughlin  at  ext.  251 . □ 


STEPS  TO  PREVENT  FIREARM  INJURY 

The  Center  to  Prevent  Hand  Gun  Violence  and  the  Amer- 
ican Academy  of  Pediatrics  has  unveiled  a program  to 
guide  pediatricians,  as  well  as  other  primary  care  physi- 
cians who  treat  families,  in  the  task  of  approaching 
firearm  injury. 

STOP  (Steps  to  Prevent  Firearm  Injury)  is  a free  kit  for 
physicians  that  contains  a monograph,  audio  tape,  patient 
pamphlets,  office  posters,  and  a bibliography.  The  kit 
advises  physicians  first  to  warn  parente  of  the  risks 
involved  in  gun  ownership , and  if  they  keep  one  at  home, 
to  empty  it  and  lock  it  up. 

To  order  the  STOP  kit,  write  or  call.  Center  to  Prevent 
Handgun  Violence,  do  D.  M.  A.,  P.  O.  Box 425,  Bladens- 
burg,  MD.  20710-9974,  (202)  289-7319.  □ 


SCIMER  AWARDED  GRANT  TO  PROVIDE  CARE 
TO  MEDICALLY  UNDERSERVED  CHILDREN 

The  South  Cdfolina  Institute  for  Medical  Education  and  Research  (SCIMER)  has  been  awarded  a REACH  OUT 
grant  by  The  Rc^tt  Wood  JOhnson  Foundation.  The  program  - REACH  OUT:  Physici^'  Initiative  to  Expand 
Care  to  Underserved  AmericauBS  - is  a national  eSort  to  mobilize  physicians  to  enhance  access  to  care  for 
underserved  Americans. 

hi  alliance  wiffi  the  Depaitment  of  Health  and  Envinmnmntai  Omtrol  (DHEC)  and  cUher  police  and  private 
agencies,  the  goal  of  SCIMER  Is  to  expiaid  upon  three  existing  puMUj*pdvate  paitner^p®  spemsored  by  DHEC 
entitled  Child  Health  Initiatives  by  instituting  parti^rships  between  pobtic  health  depiartments  and  private 
physicians  in  each  of  South  C!arolina*a  IS  health  dl^cts.  these  modd  initiatives  provide  care  to  duldren  under 
the  Medicaid  program  and  vary  in  form  to  fit  the  needs  of  the  local  communities.  SCIMER’s  program, 
PARTNERSHIPS  FOR  CHILDREN,  will  increase  access  to  medical  and  preventive  services  while  securing 
medical  homes  for  Medicaid  pediatric  patients  In  an  effiori  to  pmvide  emtiimuty  of  quality  medical  care. 

The  REACH  OUT  gram  consists  of  a one-^year  fanning  gram  of  appioximalely  $100,(XX},  Based  on  progress 
achieved  during  the  planning  year,  SCIMER  will  be  eiigiWe  to  receive  a two-year  implementation  grant 
averaging  $200,000. 

The  Robert  Wood  Johnson  Foundation  also  awarded  Commuml-Care  (CIC)  a $100,000  gram  to  reduce 
administrative  barriers  for  i^ysicians  and  access  barriers  lor  patients.  Specifically,  the  grant  will  be  used  to 
support  new  athninistrative  CIC,  ‘The  grant  vritt  not  replace  rmoerrt  priv^  or  public  funding  for 

existlr^  fHogrtun  activities.  Instead.  REACH  OUT  ftmds  will  be  used  julmarily  to  hire  new  outreach  staff  to 
iedueme  the  OC  targ^  population  about  die  program  and  to  work  with  local  medical  and  DSS  persotmel,  as  well 
as  to  corrduct  enhanced  media  campaigns  to  increase  puldic  awaremess  about  tlie  program  and  to  convene  a 
Barriers  Task  Force  of  medical  experts  and  cmnmunrty  leadcfs  to  examine  obstacles  to  access, 

Twenty-two  private  physicians’  groups  in  communities  across  the  country  were  granted  $2i2 million  to  cultivate 
innovative  nseflwds  of  servmg  the  rn^icatiy  UTKterserved, 
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DISASTER  AREA 


The  Medical  Association  of  Georgia  (MAG)  is 
requesting  donations  of  medical  supplies  to  assist  the 
Albany,  Georgia  area,  which  has  been  hard  hit  by 
recent  flooding.  Some  supplies  needed  include: 


Ace  bandages 
Antiseptic  handi-wipes 
Aspirin 
Baby  bottles 
Baby  formulas 
Band-aids  (all  sizes) 
Bandages  (all  size) 

Bed  pans 
Bug  spray 
Chucks 

Depends  (adults) 
Diapers  (all  sizes) 


DSGs 

Gauze  pads  (4x4) 
Glucometers 
Hospital  beds  (12) 
Hypo-allergenic  tape 
Insulin  syringes 
Latex  gloves 
Oxygen  tanks 
Sharp  containers 
Stethoscopes  (30) 
Thermometers 
Urinals 


Materials  may  be  sent  to  the  MAG  at  938  Peachtree 
Street,  NE,  Atlanta,  GA  30309.  For  additional 
information,  contact  Priscilla  Daves,  (404)  876-7535. 


OPPORTUNITIES  FAIR 

To  assist  communities,  hospitals  and  private  practices 
in  their  efforts  to  recmit  and  retain  prfiysicians,  the  South 
Carolina  Area  Health  Consortium  (S.  C.  AHEC)  will 
sponsortheir  9th  Annual  Practice  ORX)itunities  Fair  on 
August  19-20, 1994  at  The  Sheraton  Hotel  in  Columbia, 
S.  C.  The  fair  is  designed  to  help  residents  identify  and 
evaluate  practice  opportunities  throughout  South  Car- 
olina. The  first  eight  Fairs  attracted  over  885  residents 
and  over  2,018  physician  recruiters  (hospital  adminis- 
trators, mayors,  physicians,  etc.). 

Throughout  the  two-day  event,  residents  from  all  of  the 
state's  teaching  hospitals  (and  graduates  of  MUSC  and 
use  in  out-of-state  residency  programs)  visit  with  rej)- 
resentatives  of  various  hospitals  and  communities  to  dis- 
cuss locations,  costs,  assistance,  aixl  other  variables  asso- 
ciated with  establishing  a practice  in  South  Carolina. 

To  register  or  obtain  more  information,  please  contact 
Mary  Chesshire  at  (803)  792-9422  or  Becky  Seignious 
at  (803)792-4439. 


POSTER  REQUIREMENTS 

The  following  posters  may  be  obtained  by  ealling  the  apEH-opiiate  agency,  and  where  applicabb,  Ibould  ^ 
posted  by  all  employers: 

S,  C.  Departm^t  of  Labor^  (Sft3)  734-9600 

• SCLD-I : SC  Labor  Law  Abstract,  Revised  ^90, 

• SCLD-5SH-9L  OSH  A Poster  covers  tlte  SC  Occup^onal  and  Health  Safety  Act  and  supercedes 
all  previous  federal  and  st^  OSH  A pesters,  includmg  federal  OSHA  poster  #2203.  (Also  available 
in  Spanish), 

• UO-104:  ‘^^Vbikers  Pay  No  Part  of  the  Cost  for  lob  insurance'’  / 

*Ua-105:  •’If  You  Become  Unemjdoyed” 

• "Workers  Compensisaion  Works  For  You” 

IL  S,  Department  of  Labon  (S03)  765-5901 

• *‘Em|rfoyee  Polygn^  ftotectlon  Act” 

• “Federal  Minimtan  Wage” 

• “Notice  to  JEinidoyees  Woiking  in  State  and  Local  Ooverranents’^ 

• WH  Pub,  1 313:  “Notice  to  Employees  W«king  on  Government  Contracts” 

• WH  Pub,  1 321 : '’Notice  to  Employees  Wcating  on  Federaliy  Hnanced  Constmedon  f^tyects” 

• Migrant  and  Seasonal  Em^^er  Ai^ 

• “Equal  Empteyment  (^>ixntunity  Is  the  Law” 
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A NEW  APPROACH  FOR  THE  MANAGEMENT 
OF  ACUTE  PSYCHIATRIC  DISORDERS  IN 
ELDERLY  DEMENTED  PATIENTS* 

JACOBO  E.  MINTZER,  M.  D.* 

LINDA  LEWIS,  M.  S.  N. 

LESLYE  PENNYPACKER,  M.  D. 

JANET  PITNER,  PHARM.  D. 

WILLIAM  SIMPSON,  M.  D. 

DAVID  BACHMAN,  M.  D. 

GEORGE  M.  WOHLREICH,  M.  D. 

ALISON  MEEKS,  R.  N. 

STEVEN  HUNT,  M.  S.  W. 

KERRI  HERMAN,  B.  S. 

ROYCE  SAMPSON,  M.  S.  N. 


Dementia  is  elinieally  described  as  a slowly 
progressive  process  of  cognitive  and  function- 
al decline.'  In  addition  to  their  cognitive  diffi- 
culties, demented  patients  will  present  with 
symptoms  of  paranoia,  depression  and  severe 
agitated  behaviors  such  as  wandering,  hitting, 
kicking,  grabbing,  screaming,  intentional 
falling,  performing  repetitious  mannerisms,  or 
causing  injury  to  self  and  others.'** 

These  additional  manifestations  are  particu- 
larly Evident  in  the  late  stages  of  dementia, 
and  the  presence  of  psychiatric  disorders, 
especially  agitated  behaviors,  are  major  risk 
factors  for  nursing  home  placement.’ 

Currently,  agitated  behaviors  associated 
with  dementia  are  usually  treated  by  the  pri- 
mary care  physician  or  a non-special ized  psy- 
chiatrist. and  the  treatment  is  predominantly 
pharmacologic  with  medications  such  as 


*From  the  Departments  of  Psychiatry  and  Behavioral 
Science,  Medicine,  Family  Medicine  and  Neurology. 
Medical  University  of  South  Carolina,  Charleston. 

**Requests  for  reprints  should  be  sent  to  Dr.  Mintzer  at 
the  Department  of  Psychiatry  and  Behavioral  Sciences. 
1st  Floor  Institute  of  Psychiatry,  Medical  University  of 
South  Carolina.  171  Ashley  Ave.,  Charleston.  SC 
29425-0742. 


haloperidol.  benzodiazepines  and  carba- 
mazepine.'*"  This  treatment  approach,  unfortu- 
nately, will  prove  beneficial  for  only  a limited 
number  of  these  patients  with  only  approxi- 
mately one  third  of  patients  with  agitation 
responding  to  pharmacological  treatment." 

ALTERNATIVES  TO  CARE 
In  addition  to  a more  traditional  pharmacolog- 
ical approach,  an  alternative/complementary 
approach  to  the  treatment  of  elderly  demented 
patients  with  severe  agitated  behaviors  is  the 
use  of  behavioral/environmental  techniques. 

A useful  concept  in  understanding  this 
approach  is  “excess  disability,"  which  has 
been  defined  as  “degree  of  functional  impair- 
ment in  excess  of  that  expected  due  to  the 
level  of  intellectual  impairment  caused  by  the 
dementing  process."'  Brody  and  collaborators 
demonstrated  that  when  adequate  attention  is 
devoted  to  the  patient’s  individual  needs,  clear 
potential  for  improvement  is  observed.  As  a 
clinical  example,  patients  with  severe  lan- 
guage deficits  will  show  their  need  to  be  toi- 
leted through  increased  agitation.  The  identifi- 
cation of  this  behavior  as  a request  for  toilet- 
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iiig  (as  oi^poscil  to  random  inappropriate  vio- 
lent beliavior)  through  eontinuous  observation 
ol'tlie  patient’s  toileting  sehediiles  witli  appro- 
priate stair  response  will  ameliorate  agitation 
and  ineontinenee  and  improve  the  patient’s 
liinetional  abilities.  Also,  there  is  a diminished 
neetl  lor  pharmaeologieal  interventions  to 
eontrol  behavit)r. 

Another  important  eoneept  is  Kurt  Clold- 
stein’s  “eatastrophie  reaetion”’*  in  whieh  he 
suggests  that  the  violent  reaetions  observed  in 
post-stroke  patients  are  often  related  to  envi- 
ronmental demands  that  exeeed  the  patient’s 
I'unetional  abilities  (i.e..  eneouraging  a eon- 
versation  in  a patient  suffering  from  a lan- 
guage impairment).  It  is  our  elinieal  observa- 
tion that  the  same  prineiples  apply  to  dement- 
ed patients.  In  our  experienee.  demented 
patients  respond  with  agitated  behaviors  when 
stimulated  or  exposed  to  levels  of  demand 
whieh  exeeed  their  funetional  abilities.  A elin- 
ieal example  will  illustrate  this  point:  a patient 
with  a limited  ability  to  foeus  attention  who  is 
plaeed  for  meals  in  a highly  stimulating  envi- 
ronment (family  dining,  loud  eonversation. 
television,  noise)  will  develop  violent  behav- 
ior and  will  deerease  food  intake.  When 
plaeed  in  a quiet  en\  ironment  the  same  patient 
will  eoneeivably  be  able  to  foeus  attention  on 
feeding.  The  patient  is  now  able  to  eat,  and  the 
violent  behavior  vanishes.  The  management 
of  the  patient  in  an  overstimulating  or  overde- 
manding environment  (in  relation  to  the 
patient’s  abilities)  will  trigger  the  onset  of  agi- 
tated symptoms.  The  continued  presence  of 
these  elements  in  the  patient’s  einironment 
will  sustain  these  behaviors  and  contribute  to 
a sense  of  further  deterioration,  especially  if 
the  environmental  triggers  of  these  behaviors 
remain  unidentified. 

The  authors  consider  agitated  behavior  to  be 
a major  cause  of  excess  disability.  This  group 
proposes  the  reduction  of  excess  disability, 
frequently  manifested  as  agitated  behavior, 
through  a process  that  includes  discovery  of 
medical  or  psychiatric  disorders.  Appropriate 
interventions  will  reduce  agitation  and  its  neg- 
ative consequences  such  as  nursing  home 


placement.  This  approach  is  further  enhanced 
by  avoiding  the  onset  of  catastrophic  reactions 
through  the  adaptation  of  the  level  of  environ- 
mental demand  commensurate  to  the  level  of 
the  patient’s  cognitive  and  functional  abilities. 

riie  Behavioral  Intensive  Care  Unit  (BlCU) 
at  the  Medical  University  of  .South  Carolina 
has  developed  an  environment  where  the  level 
of  care  and  observation  will  permit  the  etio- 
logical factors  causing  excess  disability  to  be 
identified.  1'he  BlCU  treatment  approach  is 
based  on  the  assumption  that  agitated  behav- 
iors are  not  random  and  are  largely  deter- 
mined by  undetected  medical  problems  (such 
as  asymptomatic  urinary  tract  infections  or 
pneumonia)  or  elements  in  the  ein  ironment 
that  trigger,  sustain  and  extinguish  the 
observed  behavior.** 

The  elements  triggering,  sustaining  or  extin- 
guishing agitated  behaviors  vary  from  patient 
to  patient  and  from  behavior  to  behavior.  The 
BlCU  treatment  strategy  calls  for  a three  week 
admission  of  unintemipted.  intensive  observa- 
tion and  treatment.  The  treatment  process  con- 
sists of  four  steps;  ( I ) identification  of  the  agi- 
tated beha\'iors;  (2)  identification  of  patient, 
medical,  environmental,  and  social  factors 
responsible  for  the  agitated  behaviors;  (3) 
design  and  implementation  of  both  patient- 
and  environment-directed  intervention  strate- 
gies; and  (4)  modification  of  the  home  envi- 
ronment and  training  for  the  patient’s  primaiy 
care  giver  to  reduce  the  disparity  between 
patient  ability  to  adapt  and  the  level  of  demand 
of  the  family  and  the  home  environment. 

The  intervention  strategy  is  designed  to 
modify  the  stimuli  (en\ ironmental.  medical, 
psychiatric)  that  cause  agitated  behavior  while 
concurrently  enhancing  the  patient’s  ability  to 
adapt  to  provocative  experiences.  This  may  be 
achieved  through  environmental  (physical, 
environment,  family),  medical  (treatment  of 
previously  undetected  disorders),  psychophar- 
macologic,  or  psychotherapeutic  interventions 
(behavioral). 

After  the  intervention  program  has  proven 
to  be  effective  in  the  BlCU.  required  modifi- 
cations w'ill  be  made  to  the  home  en\  iron- 
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ment.  and  family  members  will  be  trained  on 
ein  ironmental  management  techniques.  Einal- 
ly,  the  patient  will  be  returned  to  the  newly 
adapted  home  environment. 

The  ultimate  outcome  of  this  treatment  strat- 
egy is  the  optimization  of  independent,  non- 
institutional  living  for  the  elderly  patient 
through  the  reduction  of  agitated  behaviors. 
The  BICU  environment  is  used  as  a vehicle 
for  transforming  agitated  behaviors  into 
appropriate  and  even  desirable  behaviors. 

PRELIMINARY  PR(K;RAM  EVALUA- 
TION 

The  BICU  opened  in  the  Medical  University 
of  South  Carolina's  Institute  of  Psychiatry  in 
February  1992.  During  the  first  nine  months 
of  operation.  55  patients  were  treated.  The 
mean  age  was  79.13  with  ranges  between  57 
and  91;  69.81  percent  of  patients  admitted 
were  female  and  30.19  percent  were  male. 
The  patient  population  was  ethnically  diverse 
with  77.78  percent  of  patients  being  White 
Non  Hispanics,  20.37  percent  African  Ameri- 
can. and  1.85  percent  White  Hispanics.  An 
evaluation  of  marital  status  showed  that  49.06 
percent  w'ere  married,  39.62  percent  were 
widow'ed.  1.89  percent  were  single,  and  9.43 
percent  were  separated  or  divorced. 

All  patients  admitted  were  diagnosed  as  suf- 
fering from  dementia  according  to  the  DSM- 
III-R  criteria  (APA.  1987).  The  patients'  level 
of  cognitive  deterioration  was  severe,  evaluat- 
ed using  two  different  rating  scales,  the  Mini- 
Mental  Status  Examination  (MMSE)'and  the 
Blessed  Dementia  Scale  (BDS).'  The  average 
MMSE  was  14.38  out  of  a possible  maximum 
score  of  30.  Values  below'  17  on  the  MMSE 
demonstrated  severe  cognitive  impairment. 
The  BDS  mean  values  were  7.4  with  a maxi- 
mum score  of  17.  Values  over  4 on  this  mea- 
sure demonstrated  severe  functional  impair- 
ment. Approximately  40  percent  of  patients 
had  an  additional  discharge  diagnosis  of  major 
depression,  and  60  percent  had  an  additional 
diagnosis  of  organic  delusional  disorder 
according  to  DSM  Ill-R  criteria  (APA.  1987). 
All  patients  were  diagnosed  as  presenting  with 


severe  agitation  as  defined  by  Cohen-Mans- 
field  and  Billig.^  (In  addition,  all  patients  pre- 
sented with  at  least  three  active  medical  prob- 
lems. 

The  average  length  of  hospitalization  was 
26.9  days  and  the  mode  was  21.  An  analysis 
of  patient  discharge  dispositions  shows  that 
75.93  percent  of  patients  were  discharged  to 
their  home.  7.41  percent  were  discharged  to 
noninstitutional  living  environments  (relatives 
or  family  members  households),  and  16.67 
percent  were  discharged  to  nursing  homes.  A 
six-month  follow-up  telephone  evaluation 
conducted  by  a psychiatric  nurse  showed  that 
92  percent  of  patients  discharged  home 
remained  at  their  home  six  months  after  dis- 
charge. Eight  percent  of  patients  died  during 
the  six  months  following  discharge.  No 
patient  was  readmitted  to  the  BICU  or  to  any 
other  psychiatric  hospital  during  this  period  of 
time. 

CONCLUSION 

Dementia  is  one  of  the  most  prevalent  disor- 
ders observed  in  the  elderly  population.  Psy- 
chiatric co-morbidity,  especially  agitation, 
affects  a significant  proportion  of  these 
patients,  substantially  increasing  their  risk  for 
institutional  placement.  The  BICU  offers  an 
innovative  treatment  alternative  for  the  treat- 
ment of  agitation  and  other  psychiatric  co- 
morbidity in  demented  patients  and  has 
demonstrated  efficacy  for  prevention  of  insti- 
tutionalization for  these  elderly  individuals.  ~1 
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PHYSICIAN  RESIDENT  ALERT: 

IF  YOU  COULD  USE  OVER  $2Sfi00  A YEAR- 

ANSWER  THIS  AD. 


Tlie  U.S.  Anny’s  Financial  Assistance 
Program  (F'AP)  is  offering  a subsidy  of  over 
$25,000  a year  for  training  in  certain  medical 
specialities. 


Here’s  how  it  breaks  down  - an  annual 
grant,  plus  a monthly  stipend  and  reimburse- 
ment of  approved  educational  expenses. 

You  will  be  part  of  a unique  health  care 
team  where  you  will  find  many  opportunities 
to  continue  your  medical  education,  work  at 
state-of-the-art  facilities,  and  receive  outstand- 
ing benefits. 

So,  if  you  are  a physician  resident  who 
could  use  over  $25,000  a year,  contact  an 
Araiy  Medical  Counselor  immediately. 


CALL  COLLECT 
706-724-7506 


ARMY  MEDICINE.  BE  ALL  YOU  CAN  BEf 
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Dr.  William  N.  Adams-Smith  was  hired  as 
Vice  Provost  tor  Health  Affairs  at  the  Univer- 
sity of  South  Carolina,  in  July  1972.  Puhlie 
Law  92-541  authorizing  the  administrator  of 
Veteran  Affairs  to  prov  ide  finaneial  assistance 
for  the  creation  of  eight  new  medical  schools, 
which  would  be  affiliated  with  Veterans 
Administration  Hospitals  (200  million  dollars 
for  the  eight  schools)  was  enacted  in  October 
1972.  Dr.  Adams-Smith  developed  an  applica- 
tion for  the  University  of  South  Carolina. 
Richland  Memorial  Hospital,  the  William  S. 
Hall  Psychiatric  Institute,  the  VA  Hospital, 
and  Moncrief  Army  Hospital  signed  formal 
affiliation  agreements  with  the  University  so 
that  the  application  could  go  forward.  The 
South  Carolina  Legislature  endorsed  the 
establishment  of  the  school  with  a commit- 
ment to  provide  the  state's  share  of  operating 
cost  during  the  initial  10  years.  The  Veterans 
Administration  awarded  a 25  million  dollar 
grant  to  the  University  for  the  development  of 
a School  of  Medicine  in  June  1974. 

A new  VA  Hospital  had  to  be  completed 
before  renovation  of  the  old  VA  Hospital 
could  be  accomplished  for  the  permanent 
home  of  the  medical  school.  Temporary 
offices,  classrooms,  and  laboratories  were 
found  within  the  University.  A "letter  of  rea- 
sonable assurance"  was  obtained  from  the 
Liaison  Committee  on  Medical  Education  of 
the  American  Medical  Association  and  the 
Association  of  American  Medical  Colleges  in 
October  1974. 

After  an  appropriate  national  search,  a Dean 
was  appointed.  Within  92  days,  he  w'as 
abruptly  relieved,  and  Dr.  Adams-Smith 
became  acting  Dean.  In  December  1975.  Dr. 


*Address  correspondence  to  Dr.  Donald  at  the  Depart- 
ment of  Neuropsychiatry  and  Behavioral  Sciences,  Uni- 
versity of  South  Carolina  School  of  Medicine.  Clinical 
Education  Building.  3555  Harden  Street  Extension. 
Columbia.  SC  29203. 


Figure.  Roderick  Macdonald.  M.  D. 


Adams-Smith.  just  as  abruptly,  resigned;  and 
Dr.  Francis  Abel,  chairman  of  the  Department 
of  Physiology  and  Pharmacology,  was 
appointed  Interim  Dean  of  the  new  Medical 
School. 

A Start  Up  Assistance  Grant  (S42().(X)0)  was 
awarded  by  the  National  Institutes  of  Health. 
The  Liaison  Committee  on  Medical  Education 
made  a site  visit  in  April  1976  and  formally 
approved  the  admission  of  24  students  for  the 
Fall  of  1977.  Dr.  Roderick  Macdonald  was 
offered  and  accepted  the  position  of  Dean  of 
the  School  of  Medicine  and  Professor  of 
Surgery  (ophthalmology)  in  July,  and  arrived 
in  Columbia  to  begin  his  duties  in  September 
1976.  As  one  of  his  conditions  of  acceptance, 
he  was  assured  in  writing  that  the  Dean  of  the 
School  of  Medicine  would  report  directly  to 
the  President  of  the  University. 

Why  would  Dr.  Macdonald  agree  to  a reduc- 
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lion  ol  approximately  50  pcrccnl  in  his  salary 
in  order  to  heeome  Dean  at  a sehool  in  sneh 
linnioil  and  on  the  brink  of  eollapse?  There 
were  at  least  three  sLibsianlial  reasons:  ( I ) 
I'his  would  be  one  of  the  last  new  medieal 
sehools  to  be  organized  lor  many  years;  (2) 
The  ehallenge  of  pulling  together  a sehool 
along  the  lines  of  his  personal  eonvielions  was 
apiK'aling;  (3)  d'he  eombined  opportunities  of 
returning  to  his  home  state  (some  distant  lam- 
ily  eonneelions  had  lived  here  si  nee  the  late 
IbOOs)  and  making  a signifieanl  eonlribulion 
to  health  eare  and  the  medieal  profession  of 
the  slate  were  irresistible. 

Dr.  Maedonald's  great  grandfather,  (also 
Roderiek  Maedonald)  had  been  a physieian  in 
Seotland.  His  grandfather.  Alexander  Mae- 
donald. eame  to  the  United  .States  at  15  years 
of  age,  landing  in  Baltimore  and  fix)m  there 
eoming  to  Blaekstoek,  South  Carolina  (he  had 
family  in  Fairfield  County).  He  developed  a 
thriving  mereantile  business,  was  postmaster 
and  operated  a dairy  farm  whieh  had  the  first 
herd  of  pure  bred  Guernsey  eattle  in  upper 
South  Carolina.  Dr.  Maedonald's  father  was 
born  in  Blaekstoek.  The  eldest  of  three  sons, 
he  obtained  his  early  edueation  in  a one  room 
sehool.  During  high  sehool,  he  taught  several 
of  the  grammar  sehool  eourses  there.  He 
attended  the  University  of  South  Carolina 
from  1915  until  his  graduation  in  1919  when 
he  reeeived  the  B.  S.  Degree. 

After  serving  in  the  Army  as  a Seeond  Lieu- 
tenant in  the  infantry,  he  entered  the  Medieal 
College  of  South  Carolina.  Upon  receipt  of  his 
M.  D.,  he  interned  at  the  Roper  Hospital.  He 
practiced  with  Dr.  Joshua  E.  Smith  (an  eye. 
ear.  nose,  and  throat  specialist)  for  about  six 
months  before  going  to  Philadelphia  for  for- 
mal training  in  ophthalmology  and  otolaryn- 
gology. He  returned  to  South  Carolina  and 
served  as  Health  Officer  in  Fairfield  county 
for  several  years  before  accepting  a position 
as  Chief  of  the  Eye.  Ear.  Nose  and  Throat  Ser- 
vice at  the  South  Carolina  State  Hospital.  Dr. 
Macdonald,  Sr.  was  married  in  1924.  His  wife 
was  a native  of  Canada,  and  was  a graduate  of 
the  nursing  school  at  Roper  Hospital.  Dr.  Rod- 


DONAED.  .M.  I) 

erick  .Macdonald.  Jr.  was  born  in  1926. 

During  Dr.  .Macdonald's  employment  at  the 
State  Hospital,  the  family's  living  quarters 
were  in  the  Babcock  building.  Dr.  .Macdonald. 
Jr.  remembers  the  staff  as  an  amicable  group 
who  worked  cohesively  in  the  comprehensive 
care  of  patients.  In  1934,  his  father  moved  the 
family  to  Rock  Hill  where  he  joined  the  Fen- 
nell Infirmary  as  their  specialist  in  eye.  ear. 
nose  and  throat  disorders.  This  infirmary  was 
later  purchased  by  the  Catholic  order  of  St. 
Philip.  Dr.  .Macdonald  then  opened  his  own 
private  office. 

Dr.  Macdonald,  Sr.  did  graduate  medical 
study  in  ophthalmology  in  Eondon,  Vienna, 
Glasgow,  Edinburgh,  Budapest,  and  Prague. 
He  once  told  his  son  that  added  together  he 
had  the  equivalent  of  approximately  five  years 
of  additional  training.  In  1941.  he  spent  two 
years  at  Yale  University  in  their  ophthalmolo- 
gy residency  program.  Dr.  .Macdonald.  Jr. 
remembers  the  ambiance  of  Yale;  its  buildings, 
the  people,  and  particularly  Lord  Halifax's 
1941  graduation  address.  The  senior  Dr.  Mac- 
donald received  his  board  eertification  in  oto- 
laryngology in  1939.  and  in  ophthalmology  in 
1941 . At  the  time,  he  was  the  only  physician  in 
the  state  who  had  both  boards  in  these  special- 
ties. He  served  as  president  of  the  State  Board 
of  Medical  Examiners,  was  President  of  the 
South  Carolina  Medical  Association,  was  a 
member  of  the  American  College  of  Surgeons 
(Regent  for  the  state),  and  worked  closely  with 
his  old  friend  Dr.  Kenneth  Lynch  to  obtain  a 
teaching  hospital  for  the  Medical  College  of 
the  State  of  South  Carolina.  (He  was  always  a 
devoted  alumnus  of  that  institution).  He  was 
also  President.  Seeretary.  Treasurer  and  Pro- 
gram Chairman  of  the  state  ophthalmological 
society,  canying  the  records  of  that  organiza- 
tion in  a shoe  box  until  the  membership  voted 
to  buy  a briefcase  for  this  puipose. 

It  was  foreordained  that  young  Roderick 
would  be  a physician  like  his  father.  He  grad- 
uated from  high  school  and  attended  Davidson 
College.  Entering  in  the  summer  of  1943.  he 
attended  the  regular  academic  school  years 
and  summer  school  before  leavinc  to  enter  the 
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Medical  College  of  South  Carolina  in  1945. 
He  went  back  two  summers  in  order  to  receive 
his  Baccalaureate  Degree  in  1947.  During  his 
time  at  Davidson,  he  was  Judge  of  the  court  of 
control,  a member  of  the  Student  Council,  a 
member  of  Beta  Theta  Phi  Social  Fraternity, 
the  Eumanean  Literary  Society,  the  staff  of  the 
school  paper,  and  other  campus  groups. 

In  1950.  Dr.  Macdonald.  Jr.  graduated  from 
medical  school.  After  a rotating  internship  at 
Baltimore  City  Hospital.  1950-1951.  he  did 
one  year  in  a basic  science  course  in  ophthal- 
mology and  one  year  of  ophthalmology  resi- 
dency ( 1951-53)  at  the  Tulane  post  graduate 
School  of  Medicine  and  the  New  Orleans 
LENT  Hospital.  He  was  married  in  December 
1951  to  Helen  R.  Codington.  They  have  five 
children.  His  wife’s  father  was  a surgeon  and 
her  two  brothers  are  physicians.  His  wife  has 
always  supported  his  moves  to  various  parts 
of  the  country  as  professionally  indicated.  The 
children  always  resisted,  but  liked  it  better 
once  they  were  settled  in  the  new  location.  Dr. 
Macdonald  did  a tour  as  a First  Lieutenant  in 
the  Army  Medical  Corps  1953-55.  During 
1955-56,  he  served  as  Chief  Resident  in  oph- 
thalmology at  Tulane  and  was  asked  by  the 
Chairman  (Dr.  Allen)  to  be  a Fellow  for  a year 
during  which  he  would  specialize  in  corneal 
transplant  surgery  and  external  diseases  of  the 
eye.  He  had  always  planned  to  go  back  to 
Rock  Hill  and  practice  with  his  father,  but  he 
enjoyed  teaching  so  much  that  he  decided  to 
pursue  a career  in  academic  medicine. 

Dr.  Macdonald  was  offered  an  Assistant 
Professorship,  and  the  position  of  Chief  of  the 
Ophthalmology  Section  at  the  Medical  School 
at  the  University  of  Louisville,  and  served 
there  from  1957-73.  He  became  a Diplomate 
of  the  American  Board  of  Ophthalmology  in 
1957  and  served  as  an  Associate  Examiner  for 
that  board  1968-73.  He  was  Associate  Profes- 
sor from  1961-65  and  directed  the  sections 
conversion  to  an  autonomous  department  in 
which  he  served  as  Professor  of  Ophthalmolo- 
gy and  Chairman  from  1965-73. 

He  also  served  as  Associate  Dean  for  Clini- 
cal Affairs  from  1969-70.  and  Vice  Dean  from 


1970-72.  During  these  particular  assignments, 
he  concentrated  on  Medical  administration. 
He  served  for  four  years  on  the  National  Insti- 
tutes of  Health  Committee  on  Vision  and 
Research  Training,  visiting  many  departments 
throughout  the  country  to  see  what  they  were 
doing,  assess  their  programs,  and  meet  with 
their  faculty.  During  his  16  years  at  Louisville, 
many  students  went  into  ophthahm)logy.  Sev- 
eral graduates  of  that  residency  have  become 
chairmen  of  other  ophthalmology  depart- 
ments. He  developed  the  eye  bank  and  the 
Kentucky  Lions’  Eye  Research  Institute  (a  2.5 
million  dollar  eye  research  institute),  but  his 
greatest  pleasure  was  in  teaching  residents  and 
medical  students. 

In  1973.  Dr.  Macdonald  was  offered  and 
accepted  the  challenge  of  moving  to  the  Medi- 
cal College  of  Virginia  as  Chairman  of  the 
Department  of  Ophthalmology.  He  quickly 
increased  the  revenue  of  this  department,  got 
the  department  out  of  debt,  and  became  a 
director  of  the  eye  bank. 

Upon  coming  to  the  University  of  South 
Carolina  in  1976.  Dr.  Macdonald  developed 
an  effective  organizational  structure  and 
recruited  the  essential  faculty  in  the  basic  and 
clinical  sciences.  One  of  his  first  actions  was 
the  development  of  a mission  and  goals  state- 
ment which  was  processed  through  the  faculty 
of  the  School  of  Medicine,  and  the  administra- 
tion of  the  University;  and  was  formally 
approved  by  the  Board  of  Trustees  of  the  Uni- 
versity in  June  1977.  In  essence  it  stated:  “The 
School  of  Medicine  of  the  University  of  South 
Carolina  was  established  to  improve  the 
health  of  the  people  of  the  state  of  South  Car- 
olina through  medical  education,  research, 
and  the  delivery  of  health  care.” 

A major  project  was  the  development  of  an 
effective  medical  curriculum,  which  was 
under  continuous  study  and  revision.  Tempo- 
rary facilities  had  to  be  developed  for  use  until 
the  VA  facilities  could  be  renovated.  This 
included  not  only  classrooms  and  offices  but 
also  such  things  as  laboratories,  study  areas, 
animal  facilities  and  libraries,  all  of  which  are 
essential  to  medical  education.  There  was 
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conslanl  emphasis  on  public  relations.  A 
speakers'  bureau  and  a newsletter  which  was 
mailed  to  every  physician  in  the  state  were 
developed.  An  extensive  continuing  medical 
education  program  was  developed. 

d'he  annual  site  visit  of  the  Liaison  Commit- 
tee on  Medical  lAlueation  mandated  a constant 
review  of  progress  in  the  preparation  of  reports 
and  answers  for  questions  of  the  surveyors. 
Twenty-four  students  had  been  accepted  with 
anticipation  that  approval  might  be  obtained  to 
start  classes  in  the  fall  of  1976.  This  did  not 
materialize.  When  the  appro\al  to  start  came 
in  January  1977.  there  was  pressure  to  begin  a 
class  immediately,  but  Dean  Macdonald  resist- 
ed and  deferred  to  an  August  date.  Twenty- 
four  mature  (many  Veterans)  students  matricu- 
lated in  August  1977.  at  an  appropriate  cere- 
mony. This  group  was.  and  is.  the  Charter 
Class  of  the  University  of  South  Carolina 
School  of  Medicine.  They  had  a particular 
feeling  that  this  was  their  school.  There  was 
continuous  input  from  them  in  the  evaluation 
of  the  eurrieulum.  Upon  graduation,  they  gave 
the  Dean  a gold  watch  with  the  inscription 
“deepest  regards.  Charter  Class  1981."  It  is 
understandably  one  of  his  most  prized  posses- 
sions. Thirty-six  students  were  authorized  to 
enter  the  school  in  1978  and  48  students  in 
1980. 

With  the  constant  increase  in  the  cost  of 
medical  education,  about  70  percent  of  stu- 
dents require  assistance.  The  bequest  from  the 
Corbit  Estate  ($500,000)  allowed  for  the 
development  of  low  interest  loans.  The 
Columbia  Medical  Society  and  the  South  Car- 
olina Medical  Association  developed  scholar- 
ships. A Medical  School  Faculty  Scholarship 
was  developed.  The  establishment  of  the  Todd 
Medical  Endowment  and  the  William  Douglas 
Scholarships  contributed  significantly.  Gradu- 
ate incentive  fellowships  for  minority  students 
were  developed  by  the  state.  There  was  a con- 
tinuing search  for  funding  to  supplement  state 
and  federal  appropriations.  There  was  the 
establishment  of  a Chair  in  Hematology  in 
memory  of  Frank  E.  Taylor,  Sr.  Since  only 
five  of  eight  potential  schools  developed,  the 


extra  funds  which  would  have  gone  to  the 
other  three  schools  were  available  for  supple- 
mentary grants  and  an  appropriate  application 
was  developed  for  a share  of  these  funds. 
Funding  I'or  eight  students  to  spend  eight 
weeks  in  physicians'  offices  was  obtained 
through  the  Duke  Endowment.  A Professional 
Practice  Plan  was  developed  and  research 
grants,  particularly  in  cardiovascular  disease, 
cancer  and  diabetes  were  developed.  (Each 
year  there  has  been  an  annual  increase  in  the 
number  of  research  projects,  the  dollars  in 
research  grants,  and  the  number  of  publica- 
tions from  the  faculty). 

A School  of  Medicine  Honor  Code  and  an 
advisement  system  were  developed  for  stu- 
dents. Freshmen  were  assigned  both  faculty 
and  sophomore  advisors.  Rising  seniors  were 
instructed  eoneerning  residency  programs  and 
how  they  might  go  about  selecting  the  one 
that  was  most  appropriate  for  them.  Counsel- 
ing on  personal  matters  was  available  at  the 
request  of  the  students  who  knew  confiden- 
tiality would  be  maintained.  Eiaison  was 
developed  with  premedieal  ad\  isors  at  all  col- 
leges within  the  state.  Dean  Macdonald's  door 
was  always  open  to  students.  He  held  regular 
luncheon  meetings  with  the  class  presidents. 
There  was  a constant  effort  to  recognize  spe- 
cial accomplishments  of  faculty  and  students 
(teacher  of  the  year,  student  banquet,  etc).  It 
was  decided  that  the  day  before  the  University 
Commencement  a ceremony  honoring  medi- 
cal school  graduates  would  be  held  on  the  his- 
toric use  Horseshoe  (an  ambiance  conducive 
to  the  development  of  tradition).  Faculty  and 
student  awards  were  presented.  The  oath  of 
Hippocrates  was  administered  by  the  Dean, 
and  students  received  their  academic  hoods. 
The  school  applied  for  a chapter  of  Alpha 
Omega  Alpha  at  Dr.  Macdonald's  behest,  and 
approval  for  the  establishment  of  such  a chap- 
ter was  given  in  December  1982.  Dean  Mac- 
donald was  selected  to  be  the  first  faculty  ini- 
tiate in  1983. 

Graduate  programs  were  developed  in 
anatomy,  pharmacology,  physiology,  and 
microbiology.  Departments  of  Radiology, 
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Ophthalmology,  Preventive  Medieine  and 
Publie  Health  were  developed.  Senior  elee- 
tive.s  in  elinieal  departments  were  developed 
in  Florenee.  Anderson,  and  Cireenville.  After  a 
speeial  request  from  the  University  President 
to  the  Dean,  the  Department  of  Family  Prae- 
tiee  took  over  the  operation  of  the  Student 
Health  Center  of  the  University. 

International  aetivities  ineluded  a visit  in  the 
fall  of  1980  to  the  Peoples  Republie  of  China 
(Shanxi  Sehool  of  Medieine)  to  form  a eontin- 
Liing  relationship  and  a visit  to  the  Medieal 
Researeh  Institute  of  Alexandria  in  Egypt. 
(Their  Dean  was  a visiting  professor  at  USC  in 
1982.)  Later  Dean  Maedonald  arranged, 
through  Baxter  Laboratories,  for  the  donation 
of  hemodialysis  equipment  to  Mrs.  Anwar 
Sadat’s  Hospital  in  CAiiro.  An  exehange  of  psy- 
chiatrie  residents  between  the  Hall  Institute 
and  the  University  of  Glasgow  was  developed. 

The  affiliation  with  the  William  S.  Hall  F’sy- 
ehiatrie  Institute  and  the  William  Jennings 
Bryan  Dorn  Veterans  Hospital  was  most  effee- 
tive.  Dr.  William  S.  Hall  and  Mrs.  Joan 
Kirsehner  were  strong  supporters  of  the 
sehool  and  eonstantly  worked  with  the  Dean 
for  the  betterment  of  both  the  medieal  sehool 
and  their  own  hospitals.  During  the  five-year 
period  1978-82,  there  was  a 49  percent  per- 
cent increase  in  applications  for  care  at  the 
Veteran's  Hospital,  with  96  percent  accep- 
tance, 9,400  inpatients,  and  103,000  outpa- 
tients. Although  the  relationship  with  Rich- 
land Memorial  Hospital  was  more  problemat- 
ic, the  residency  programs  made  major 
progress  both  quantitatively  and  qualitatively. 
The  impact  of  the  leadership  of  the  academic 
faculty  members  of  the  school  in  the  area  was 
dramatic.  A residency  was  developed  in  oph- 
thalmology. 

As  one  with  strong  convictions,  inculcated 
from  childhood,  applies  these  convictions  to 
the  administration  of  an  institution,  the  institu- 
tion prospers  and  the  individual  bears  the 
responsibility.  Over  time  reactive  feelings 
mount.  The  Commission  on  Higher  Education 
felt  that  this  school  was  established  to  produce 
family  practitioners  and  could  not  appreciate 
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the  need  of  all  physicians  to  master  a core  of 
academic  knowledge  common  to  all  specialties. 

In  1982,  the  line  of  reporting  from  the  Dean 
to  the  President  was  changed  by  the  President 
so  that  the  Dean  reported  to  the  Provost.  This 
action  was  taken  over  the  strenuous  objection 
of  Dean  Macdonald  as  it  represented  a distinct 
change  in  his  employment  agreement. 

All  academic  administrators  (deans  and 
department  chairmen)  serve  at  the  pleasure  of 
their  superior,  who  may  relieve  them  of  that 
position  at  any  time,  d'his  is  in  contrast  to  an 
academic  position  with  tenure  from  which  one 
can  not  be  removed  without  major  cause  and 
for  which  there  is  always  an  appeal  available. 

Early  in  1983,  on  a visit  to  the  VA  Hospital 
to  survey  the  progress  of  renovations.  Dr. 
Maedonald  told  his  administrator  that  he  did 
not  believe  that  he  would  ever  occupy  the 
office  that  was  designated  for  the  Dean.  In 
March  1983,  shortly  after  he  returned  from 
Alexandria,  Egypt  with  a signed  affiliation 
agreement  for  faculty  exchange  and  research. 
Dean  Macdonald  was  called  to  the  office  of 
the  Provost  and  without  explanation,  was 
ordered  to  “resign  by  5:00  o’clock  or  you  will 
be  fired.”  Dr.  Macdonald  refused  to  resign  and 
was  relieved  as  Dean  that  evening  without 
explanation.  He  retained  his  tenured  profes- 
sorship in  ophthalmology  and  continued  to  be 
active  in  practice  and  in  the  education  of  resi- 
dents and  students  (serving  on  the  Admissions 
Committee  of  the  School). 

A committee  of  the  Medical  School  faculty 
raised  money  and  commissioned  a portrait  of 
Dean  Macdonald  by  the  eminent  artist,  Robert 
Bruce  Williams,  which  was  presented  to  the 
Sehool  of  Medieine  on  April  27,  1984.  It 
hangs  in  the  Dean’s  Conference  Room  in  the 
Administration  Building  of  the  School  of 
Medicine. 

In  1986,  Dr.  Dupont  Gueny,  111,  a former 
Chairman  of  Ophthalmology  at  the  Medical 
College  of  Virginia,  invited  Dr.  Macdonald  to 
join  him  in  private  practice  in  Richmond.  Dr. 
Macdonald  accepted  and  was  engaged  in 
active  practice  there  until  his  retirement  in 
1992.  At  that  time,  he  and  his  wife  returned  to 
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C'olumbia  in  order  to  be  eloser  to  tlieir  ebil- 


dren  and  grandehildren. 

Born  witli  a siri)ng  medical  lierilage  into  a 
family  with  high  moral  and  ethical  prineiiials. 
Dean  Macdonald  was  taught  early  to  be  eon- 
seienlious  and  to  hold  honored  traditions  in  the 
highest  regard.  He  made  the  most  of  learning 
opportunities,  cultivating  his  abilities  as  a 
medical  practitioner,  educator,  and  administra- 
tor. d'hus,  he  was  uniquely  qualified  to  be 
named  Dean  of  the  University  of  South  Caroli- 
na School  of  Medicine.  He  developed  order 
out  of  turmoil,  he  engendered  an  esprit  de 


corps  among  the  faculty,  staff  and  students, 
and  he  obtained  full  accreditation  for  this  new 
medical  school.  Dr.  Roderick  Macdonald 
established  a firm  foundation  upon  which  the 
school  could  grow-ultimately  improving  health 
care  for  all  the  citizens  of  South  Carolina.  1 
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DESERVING  OUR  REMEMBRANCE 

As  for  man,  his  days  are  as  grass; 

as  a flower  of  the  field,  so  he  flourisheth; 

the  wind  passeth  over  it,  and  it  is  gone. 

Psalm  103:  15-16 


Life  is  short,  the  art  is  long... 

Hippocrates 


The  history  of  medicine  holds  a special 
place  for  those  occasional  physicians  who 
died  young  but  whose  uncommon  qualities 
and  commitment  exemplify  our  highest  col- 
lective values.  If  we  find  in  their  deaths  “that 
deep  pathos  in  a life  cut  off  in  the  promise  of 
such  rich  fruit,”  as  William  Osier  said  of  John 
Keats,  we  also  find  in  their  lives  an  affirma- 
tion of  our  own  resolve  to  learn  and  practice 
medicine  for  the  right  reasons. 

There  was,  for  example,  James  Jackson,  Jr., 
son  of  a famous  Boston  professor,  who  as  a 
medical  student  in  Paris  meticulously  record- 
ed his  cases  of  cholera  and  who  rendered  the 
first  account  of  hereditary  emphysema,  only 
to  die  in  1 834  of  dysentery  a few  weeks  after 
receiving  his  diploma.  Jackson — the  brilliant 
and  dedicated  student. 

There  was  John  Y.  Bassett,  rescued  from 
anonymity  by  Osier  in  his  essay,  “An  Alaba- 
ma Student,”  who  left  his  family  and  secure 
practice  in  Huntsville  to  seek  out  the  best 
opinions  of  his  day  from  the  famous  French 
professors,  yet  who  died  in  1851  of  tubercu- 
losis soon  after  returning  to  the  United  States. 
Bassett — the  uncompromising  practitioner. 

There  was  Francis  Weld  Peabody,  the 
young  Harvard  professor  nearing  the  prime  of 
life  who,  dying  of  cancer  in  1927,  left  to  a 
graduating  class  of  medical  students  and  to 
all  posterity  those  stirring  words,  “The  secret 
of  the  care  of  the  patient  is  in  caring  for  the 
patient.”  Peabody — the  inspiring,  idealistic 
teacher. 


And  there  was  Theodore  Brevard  Hayne, 
the  enthusiastic  young  man  from  Congaree. 
South  Carolina,  whose  interest  in  mosquitoes 
led  him  ultimately  to  take  on  yellow  fever, 
who  shortly  after  his  marriage  returned  to 
Nigeria  for  unusually  hazardous  duty,  and 
who  in  1930  became  the  last  martyred  inves- 
tigator of  that  disease.  Hayne — the  altruistic 
young  physician-scientist. 

The  purpose  of  this  editorial  is  to  nominate 
two  young  physicians  for  this  short  but  cru- 
cially important  group;  Susan  P.  Kuhlen  and 
Oscar  E.  Glover,  III. 

Sue  Kuhlen  was  caring  personified.  Before 
medical  school,  she  was  a nurse,  and  she 
seemed  to  make  little  or  no  distinction 
between  the  two  roles.  As  a resident,  she 
would  do  such  things  as  take  wheelchair- 
bound  patients  out  of  the  hospital  for  a little 
fresh  air  beside  the  rose  garden.  As  the  minis- 
ter put  it  at  her  funeral,  she  “was  someone 
who  knew  how  to  love,  and  to  be  loved  in 
return.”  Her  ebullient  personality  and  self- 
forgetfulness  made  her  a favorite  with  every- 
one. But  Sue  was  special  not  only  for  her 
compassion  but  also  for  her  courage. 

I remember  being  with  Sue  at  her  special 
appearance  before  the  State  Board  of  Medical 
Examiners,  an  appearance  prompted  by  her 
particular  disability.  The  executive  director 
later  commended  her 

for  the  candor  and  openness  that  you  exhib- 
ited during  your  recent  application  for  licen- 
sure. You  have  demonstrated  a commitment 
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lo  the  most  cherished  values  of  the 
profession. 

For  six  months  of  residency  training,  she 
pressed  on  and  cared  mainly  for  others 
despite  her  relentless  disease.  Sue  died  as  she 
had  lived.  Planning  her  own  funeral,  she  told 
the  minister:  “Don't  make  it  sad." 

Oscar  Glover  was  a role  model  in  all 
respects.  He  was  an  example  of  what  a young 
physician — or  any  physician — should  be. 
Oscar  loved  to  study  medicine,  but  he  loved 
life  and  people  more.  And  he  showed  great 
promise.  At  South  Carolina  State,  he  was 
magna  cum  laude;  at  Meharry  Medical 
College,  he  did  so  well  that  they  wanted  him 
back  as  a chief  resident.  He  had  that  felicitous 
blend  of  knowledge  from  books,  common 
sense,  and  human  concern  that  make  up  the 
effective  doctor. 

Oscar's  positive  attitude  and  sense  of 
humor  made  him  a Joy  to  be  around.  He  made 
everyone's  day  Just  a bit  brighter.  He  was 
never  heard  to  complain  even  when 
circumstances  were  trying.  I recall  him 
expressing  concern  about  taking  a particular 
rotation  that  had  been  so  notoriously  difficult 
that  other  residents  shied  away  from  it. 
Having  worked  to  improve  it.  1 encouraged 
Oscar  to  try  it  which  he  did.  to  everyone's 
benefit.  Oscar  was  someone  to  emulate. 


Oscar  Ernest  (Jlover.  111.  M.  1).  ( 1966-1994) 

Many  persons  called  their  deaths  tragic. 
And  certainly  we  grieve  for  their  fine 
families,  and  for  the  people  of  Saluda  and 
Orangebui'g  whom  they  intended  to  serve. 
But  their  deaths  wei'e  far  from  tragic  in  the 
Greek  sense — that  is.  tiagedy  understood  as 
the  I'esult  of  a character  Haw.  a Haw  evoking 
pity  and  fear.  Neither  had  such  a flaw — 
unless  one  considers  too  much  caring  or  zest 
for  life  to  be  a flaw. 

Sue  Kuhlen  had  volunteeied  to  diaw  blood 
from  an  HIV-positive  hemodialysis  patient  in 
the  emergency  room.  The  patient's  position  in 
the  room  kept  her  from  the  needle  dispenser, 
so  she  left  the  syringe  on  the  stretcher 
momentarily  while  she  disposed  of  the  blood 
samples.  When  she  returned  to  the  room,  a 
freak  accident  caused  a srnall  amount  of 
blood  to  be  injected  into  her  abdominal  wall, 
causing  infection  by  the  deadly  retrovirus. 
Sue  entered  medical  school  that  fall  beneath  a 
storm  of  controversy,  but  she  quickly  won  the 
admii'ation  of  the  faculty  and  fellow  students. 
She  completed  medical  school  and  six 
months  of  residency  before  the  human 
immunodeficiency  virus  finally  won.  The 
minister  concluded:  “She  taught  us  not  only 
how  to  live,  she  showed  us  a way  to  die."  Sue 
Kuhlen — a memorable  lesson  in  caring  and 
courage. 
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Oscar  Glover,  from  the  age  of  seven,  was 
delighted  by  motoreyeles.  He  was  a earefid 
cyclist  who  nearly  always  wore  a helmet.  But 
for  some  reason,  he  did  not  have  it  on  that 
evening  as  he  rode  casually  around  Myrtle 
Beach.  An  unseen  median  in  a darkened 
sidestreet  resulted  in  his  sudden  death  from 
closed  head  injury.  Oscar  was  to  have 
received  his  residency  certificate  the 
following  week.  Oscar  Glover-a  role  model,  a 
positive  person  who  projected  enthusiasm  for 
medicine  and  all  of  life. 

In  his  poem,  “To  an  Athlete  Dying  Young,” 
A.E.  Housman  wrote: 

Smart  lad,  to  slip  betimes  away 
From  fields  where  glory  does  not  stay. 

And  early  though  the  laurel  grows 
It  withers  quicker  than  the  rose. 

How  different  it  is  in  medicine!  A medical 
career  resembles  the  rose,  not  the  laurel;  the 
preparation  and  nurturing  are  long  and 
arduous,  yet  the  bloom  well  worth  the  wait. 
How  unfortunate,  then,  is  the  loss  of  two  such 
bright  young,  energetic,  committed,  likeable, 
and  promising  young  people.  But  they 
nevertheless  contributed  to  the  perpetuation 
of  our  collective  ideals. 


Jackson.  Bassett.  Peabody,  Hayne.  Kuhlen. 
Glover.  In  their  lives  are  at  least  two  lessons 
for  us.  the  living.  First,  our  younger 
contemporaries — like  our  older  teachers  and 
mentors — often  have  qualities  that  all  of  us 
would  do  well  to  imitate,  to  internalize. 
Second,  such  premature  deaths  remind  us  not 
only  that  life  is  indeed  fragile  and  short,  but 
also  that  it  is  our  privilege  and  obligation  to 
advance  medicine  in  its  best  traditions. 

Does  rellection  on  their  lives  offer  an  even 
deeper  meaning?  Yes.  If  dying  young  cut  off 
their  opportunities  to  make  sustained 
contributions  to  medicine,  it  also  spared  them 
the  troubles  and  temptations  that  so  often 
result  from  success.  If  we  are  honest  with 
ourselves,  we  can  see  in  their  youthful 
idealism  crystallized  reflections  of  how  we. 
too,  once  were.  We  can  hear  in  the  echoes  of 
their  memories  those  idealistic  words  that  we. 
too,  once  told  medical  school  admissions 
committees.  Their  memories  should  therefore 
prompt  us  to  rededicate  ourselves  to  lives  of 
service.  If  we  do  this,  they  did  not  live  and 
die  in  vain.  Yes.  they  deserve  our 
remembrance. 

— CSB 
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Oh  wc  Cover. 

DANIEI.  LESESNE  SMITH,  M.  I).  1877-1947 
PRESIDENT,  SCMA,  1928 


I).  Loscsiic  Smith  was  born  in  Berkeley 
Coiinly  on  .Inly  28,  1877.  He  grew  up  in  Ml. 
Pleasant  and  graduated  I'rom  Porter  Military 
Aeademy.  He  was  in  the  first  elass  to  matrieu- 
late  at  Clemson,  graduating  in  1901.  After 
earning  his  M.  D.  degree  from  the  Medieal 
College  of  the  State  of  South  Carolina  in 
1903,  he  praetieed  for  several  years  in  Newry 
and  Great  Falls,  before  moving  to  Spartan- 
burg and  limiting  his  praetiee  to  pediatries. 

His  eoneern  for  ehildren  was  great.  He 
established  the  Spartanburg  Baby  Hospital,  a 
eharity  institution  as  well  as  his  private 
Infant’s  and  Children's  Sanatorium. 

In  a time  of  limited  opportunity  for  eontinu- 
ing  edueation  for  doetors.  Dr.  Smith  founded 
in  1921  the  Southern  Pediatrie  Seminar  in 
Saluda,  North  Carolina.  This  two-week  post- 
graduate summer  eourse  was  designed  specif- 
ieally  for  the  general  practitioner.  Lectures 


were  given  by  some  of  the  South’s  leading 
experts  who  paid  their  own  expenses  and 
donated  their  time  to  present  the  latest  devel- 
opments in  pediatrics  and  obstetrics.  The  only 
expense  to  the  student  was  a registration  fee 
of  .$25. 

Lesesne  Smith  was  also  a loyal  alumnus  of 
the  Medieal  College.  He  was  instrumental  in 
gathering  funds  to  build  the  Alumni  Memori- 
al house,  and  in  starting  postgraduate  semi- 
nars. 

Dr.  Smith  was  active  in  professional  organi- 
zations both  statewide  and  nationally.  He 
was  a devoted  family  man  and  was  a “master 
of  the  art  of  living.  He  knew  how  to  play  and 
when  to  stop,  how  to  make  friends  and  how 
to  keep  them.”  He  died  of  heart  disease  on 
July  7,  1947. 

Betty  New'som 

The  Waring  Historical  Library 


CHANGE  THE  PACE 
OF  YOUR  PRACTICE 


Looking  for  a change  of  pace?  Rx  - the  Naval  Reserve  requires  only  a few  hours  a month  at 
your  convenience,  plus  two  weeks  of  specialized  duty  each  year. 

Combine  three  careers  into  one  - civilian  physician,  Navy  physician,  and  Naval  Reserve  officer. 
Experience  a variety  of  duties.  Exciting  assignments.  Excellent  benefits. 

You’ll  enjoy  the  status  and  prestige  of  being  a Naval  Reserve  officer  while  working  in  a practice 
that  will  help  you  keep  up  with  the  medical  technology  of  tomorrow. 

Call  today:  1-800-443-6419 


NAVAL  RESERVE 

You  and  IIk  Natal  Resale.  Full  speed  ahead. 

"Despite  what  you  may  have  heard  about  the  military  getting  smaller,  the  Naval  Reserve  still  has  many  jobs  for  healthcare 

professionals.” 


Alliance  Ri0e 


THE  1994  AMA  ALLIANCE  ANNUAL  SESSION 
DRAKE  HOTEL,  CHICAGO,  JUNE  12-15,  1994 

What  a compelling,  exciting,  and  rewarding  experience  for  all  of  us!  Attending  were  Donna 
Abercrombie,  Kiki  Sanford,  Dee  Jewell,  Kakie  Honig,  Janelle  Othersen.  Gail  Delaney.  Hope 
Grayson,  and  Betty  Hester.  At  the  plenary  session.  “Foeus:  94-95,”  the  four  major  eff(Mls  of  the 
AMAA  for  this  year  were  characterized: 

AMA  - ERF  - “One  Voice  for  Medical  Education.”  The  medical  student  of  today  will  be  your 
physician  tomorrow.  Sixty  million  dollars  has  been  raised  for  AMA  ERF  in  the  last  40  years, 
more  than  $l()  million  in  the  last  It)  years,  and  over  $2  million  this  year.  South  Carolina  was 
recognized  at  this  convention  for  increased  AMA  - ERF  contributions. 

Health  Promotion  - “One  Voice  for  Good  Health”  - This  project's  focus  will  be  on  four  publie 
health  issues:  ( I ) One  Voice  to  stop  violence;  (2)  One  Voice  for  healthy  children;  (3)  One  Voiee 
for  healthy  teenagers;  and  (4)  One  Voice  for  effective  parenting. 

Eegislative  Affairs  - “One  Voice  for  Eegislators”  - as  the  AMA's  partner  in  aehieving  effective 
health  system  reform,  the  medical  alliance  will  urge  all  physician’s  spouses  to  remind  state  and 
federal  legislators  that  no  one  is  more  qualified  to  speak  to  these  issues  than  members  of  the 
medical  community. 

Membership  - “One  Choice  - One  Voice,”  Eoud  and  Clear  this  Year.  Membership  is  a team 
effort.  “We're  all  in  this  together.”  We  must  have;  ( I ) One  Choice  for  impact  on  effective  health 
reform;  (2)  One  Choice  for  support  of  the  medical  family;  and  (3)  One  Choice  for  improving  the 
health  and  well-being  for  the  people  in  our  communities. 

At  the  opening  session,  the  keynote  speaker  was  Jeff  Goldsmith,  Ph.  D.,  President  of  Health 
Futures,  Inc.  in  Bannockburn,  Illinois  with  the  topic  “Health  Care  Outlook.”  He  said  it  is 
ultimately  up  to  our  spouses  and  to  us  how  medicine  will  be  practiced  in  our  communities. 

Maya  Angelou  - poet,  educator,  historian  and  actress  - captivated  convention  delegates  with  her 
address:  “Rainbows  in  the  Clouds.”  Other  speakers  - Fred  Barnes.  Senior  Editor  of  T/ie  New 
Republic  in  Washington  D.  C.,  gave  his  “View  of  Washington;”  and  Nancy  Dickey.  M.  D..  gave 
an  AMA  Board  of  Trustees  update.  Dr.  Joseph  T.  Painter.  M.  D..  President  of  the  AMA,  stressed 
that  we  must  stay  together,  not  divide  ourselves.  He  highlighted  the  mini-internships  program  in 
Eexington  County.  Columbia  Medical  Society  has  also  held  mini-internship  programs. 

Betty  Hester  reported  for  the  SCMA  Alliance  and  we  are  very  pleased  that  she  will  serve  on  the 
1 994- 1 995  National  Promotions  Committee.  Hope  Grayson  will  serve  on  the  1 994- 1 995  AMAA 
AMA-ERE  Committee.  We  were  pleased  to  have  Billie  Brady,  past  president  of  the  AMA 
Alliance,  in  our  delegation.  Barbara  Tippons  of  Atlanta,  Georgia  was  installed  as  the  1 994- 1 995 
AMA  Alliance  President.  We  enjoyed  hearing  her  exciting  message  about  adolescent  health 
concerns. 
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Kiki  Sanford  (Mrs.  H.  Woodliff) 
President-Elect  and  Chairman  of  Delegates 
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Why  ARE  so 

MANY 
PHYSICIANS 
BUYING  ON 


DEWEES  ISEAND,  SC? 


Located  only  a nine-minute  terry  ride 

nortli  ot  the  Isle  ot  Palms  lies  one  ot  the 
South’s  last  barrier  islands  available  for 
development. . .Dewees  Island,  SC. 

Dewees  Island  is  an  island  ot  over  1,200 
acres,  yet  environmental  covenants  limit  the 
number  of  homes  to  only  150.  And  with  over 
30  percent  ot  the  available  lots  sold,  an  inter- 
esting statistic  arises. . .almost  50  percent  ot 
our  buyers  are  physicians. 

Here’s  why: 

“/  Ciiii  V ii)hi{^iiic  a more  hcimtifiilly  preserved 
islmid  ivitliiii  a stone's  throw  of  Charleston. 


Dewees  Island  has  the  vision  that  other  resorts 
ll’dl  n’ish  they  had.  ” Dr.  Henri  KeifYer- 
Asheville,  NC 

“Iff  loved  the  seclusion  and  privacy.  ” 

Dr.  Allen  Mitchell  - Signal  Mountain,  TN 

“He  like  the  philosophy  of  development, 
ecologically  and  eiwironmentally  and  plan  to 
retire  there.  ” Dr.  Joseph  (Bubber)  McAlhany  - 
Greenville,  SC 

Come  explcrre  this  private,  oceantront 
retreat. ..prices  start  at  $ 1 50,0t)0,  with  2-acre 
oceanfront  lots  from  $315,000. 

Call  1-800-444-7352 


or  (803)  886-8783. 

DHWEES 

P.it  Ross,  Brokcr-In-CIhu^c 
Deuves  Isliuul  Rciil  Estiite,  Iiic. 

ISLAND 

Obtain  the  property  report 

required  by  federal  law  and 

read  it  before  signing  anything. 

No  federal  agency  has  judged 
the  merits  or  value,  it  any,  ot 

K PRIVATE.  OCEANFRONT 
ISLAND  RETREAT 

this  property. 

DEDICATED  TO 

ENVIRONMENTAL  PRESERVATION 

()ran(;kblir(j  and  calhoun  codn 

TIES  have  practice  opportunities  for 
graduating  residents/fellows  and  experienced 
practitioners  in  the  following  specialties: 
Emergency  Medicine,  Family  Practice, 
Neurology,  Oncology,  Orthopedic  Sports 
Medicine,  Otolaryngology,  Physical 
Medicine  & Rehabilitation,  and  Urology. 
Practice  incentives  and  relocation  assistance 
are  available.  Contact  Dr.  Chennai,  The 
Regional  Medical  Cotter,  (800)  866-6045. 

FREE-I.ANCE  VVRITER/EDITOR  with 
medical  writing  experience.  Writing/editing 
of  correspondence,  newsletters,  briefings  and 
speeches:  ghostwriting  for  publication.  Confi- 
dential. Inquiries  free.  Phone  or  FAX:  (805) 
781-5888.  Licensed,  Town  of  Inno. 

A lab  in  your  office  is  a proven  benefit  to 
your  patients,  your  practice,  and  your  inde- 
pendence. But  what  about  the  time-consum- 
ing aggravations  of  government  regulations, 
supplier  relationships,  personnel  training  and 
management,  quality  control,  record  keeping, 
and  thousands  of  other  details?  Lab  Partners’ 
turnkey  solution  does  it  all  for  you  at  a lower 
cost  than  you  can  do  it  for  yourself!  We  are  a 
new  kind  of  service  organization  that  works 
for  the  physician  to  provide  on-site  diagnostic 
testing.  Call  Lah  Partners,  Inc.  collect,  (704) 
542-1488,  or  fa.x  (704)  542-2151,  to  see  one 
of  our  labs  in  action. 


“Mock”  Lab  Inspection  Service:  Does  the 
prospect  of  CLIA  and  OS  HA  inspectors 
going  through  your  lab  have  you  worried? 
Penalties  for  non-compliance  range  fre)m  a 
warning  to  shutting  down  the  lah.  A “mock” 
inspection  given  by  the  experienced  person- 
nel from  Lab  Partners  can  give  you  peace  of 
mind.  We  identify  potential  problems  and 
counsel  your  staff  on  how  to  correct  them. 
We  also  present  you  with  a detailed  analysis 
of  your  lab.  Our  “Mock”  inspection  service  is 
all-inclusive  at  only  $500,  a remarkable 
value.  Call  Lah  Partners,  Inc.  collect  at  (704) 
542-1488  or  fa.x  (704)  542-2151  to  schedule 
your  tnock  inspection. 


“Here,  there’s  a better  quality  of  l^e 
for  my  family  and  my  jxUients.’’ 

Vital  and  dynamic  with  all  the 
amenities  of  a large  metropoli- 
tan  city-this  is  Columhus, 
Georgia.  A sophisticated  medi- 
cal community  which  includes 
solo,  single-specialty,  and  multi- 
specialty practice  opportunities. 
Ft)r  fun  and  entertainment,  the 
area  boasts  of  everything  from  the  symphony,  theater,  and  the 
Columbus  Museum  to  semi-pro  sports  teams  and  a 1996 
Olympic  event.  Safe,  friendly  neighborhoods  and  a highly 
reputable  private  school  system  are  perfect  for  family  living. 
And  it’s  all  located  just  a short  drive  from  the  Florida  Gulf 
Coast,  Atlanta,  and  the  North  Georgia  mountains.  Discover 
why  Columbus  is  the  perfect  place  to  care  for  your  patients 
and  your  family.  For  more  information,  please  contact  Ms. 
Elizabeth  Gant  at  1-800-269-9092.  EOE. 


A MESSAGE  FROM  DOCTORS  HOSPITAL 
COLUMBUS,  GEORGIA 
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SURGEONS:  COULD  YOU  USE  AN  EXTRA  $9,000? 


If  you’re  a resident  in  surgery,  the  Army  could  total  in  excess  of  $9,000  in  the  Army 
Reserve  will  pay  you  a yearly  stipend  which  Reserve’s  Specialized  d'raining  Assistance 

Program  (STI^P). 

You  will  have  opportunities  to  continue 
your  education  and  attend  conferences,  and 
we  will  be  flexible  about  scheduling  the  time 
you  serve.  Your  immediate  commitment 
could  be  as  little  as  two  weeks  a year,  with  a 
small  added  obligation  later  on. 

Get  a maximum  amount  of  money  for  a 
minimum  amount  of  service.  Find  out  more 
by  contacting  an  Army  Reserve  Medical 
Counselor.  Call: 


CALL  COLLFXT 
803-741-1856  OR  803-741-1857 

ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE: 
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The  Journal  of  the  South  Carolina  Medical  Association 


The  Bad  News  Can  Be  Good  News... 
If  It's  Detected  Early  Enough. 

A True  Story 

Recently,  a patient  in  North  Carolina  discovered  a lump  in  her  breast  close  to  the 
chest  wall.  Doctors  and  technologists  were  unable  to  produce  an  image  of 
the  lump  with  their  existing  mammography  equipment  even  after 
repeated  exposures.  The  patient  was  at  risk.  The  doctors 
were  frustrated.  A visiting  technologist  suggested 
' ' a trip  to  a nearby  medical  center,  whose 

resources  included  the  Bennett  Contour 
^ Mammography  System. 

More  Breast  Tissue 

« ' ^ for  a successful  and 

procedure.  The  Contour 
- ' gave  the  doctors  what 

they  were  missing... 

,,,  2 centimeters  more  breast 

^ ' tissue  at  the  wall. 

9h||  Setting  New  Standards 

You  already  know  Bennett's  unique 
76  cm  focal  film  distance  produces  the 
sharpest  images  in  the  industry.  Now  get  the 
inside  story  from  B & B X-Ray  on  how  the 
Contour's  patented  tilt  positioning  produces  dramatic 
images  that  were  previously  unattainable.  And  it  provides 
" ■"  you  with  the  ability  to  give  your  patients  critical  news  when  they 

need  to  hear  it.. .in  cancer's  earliest  stages. 

Call  B & B X-Ray  today  at  (800)447-XRAY.  Let  us  tell  you  more  about  the  good  news 
the  Bennett  Contour  Mammography  System  has  for  your  patients. 

' Because  It's  Your  Image  That  Counts. 


The  Law  Offices  of  Harry  A.  Hancock 

offering  competent  and  professional  services  in  the  following  areas: 

BUSINESS  PLANNING 

Partnership  formation  and  Agreements,  Professional  Corporation  organizations, 
Ikisiness  purchases,  and  Capital  financing  representation 

TAXATION 

• Tax  planning.  Tax  Court  & Refund  Forum  litigation 
• TEFRA  Partnership  compliance.  Audit  representation 
• Individual,  Partnership,  S Corporation,  & Professional  Corporation  Returns 
• Revenue  Rulings,  Business  Purchase  strategies,  & Tax  shelter  consulting 

To  arrnngc  a coiisiiltiitkvi,  please  forward  inquiries  to: 

The  Law  Offiees  of  Hany  A.  Hancock 
903  Calhoini  Street 
Columbia,  South  Carolina  29201 
Telephone:  (803)  771-0018 
Tax  (803)  771-0091 

Harry  A.  Hancock,  LL.M.,  Case  Western  Reserve  University, 

Responsible  Attorney 


Why  Fee  Only? 


In  today  s ever  dial 
lenging  financial 
marketplace,  objec- 
tivity is  perhaps  the 
rarc.st  and  most  valu- 
able commoditv'.  A 
fee  only  financial 
plannet  believes  that 
a significant  conflict 
of  interest  exists  if 
any  advisor  stands  to 
personally  gain 
when  investment  and  other  planning 
recommendations  are  implemented. 

■As  a fee  only  financial  planner,  we 
are  compensated  solely  from  client 


fees,  and  in  otder  to 
avoid  a conflict 
of  interest,  will  not 
accept  any  commis- 
sions ot  refettal  fees 
from  product  spon- 
sors, originators,  bro- 
kers or  other  distrib- 
utors of  financial 
products  or  services. 
No  commissions.  No 
confiicts. 

We  provide  highly  personalized, 
unbiased  advisors'  sen  ices  which  can 
enable  you  to  achieve  your  goals  for 
greater  financial  security. 


Call  803-686-4909  today  for  more  information  or  a free  brochure. 

annembowen,cfp 

F EE  ON  L \ F I N .A  N C I A L A 1)  \ I S O R 
Certified  Financial  Plaxxer  • Registered  I. westme.xt Advisor 

19  Pope  Avenue  Executive  Park  * Hilton  Head  Island,  SC  299Z8  * (803)  686-4909 
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SPECIAL  ISSUE:  ALZHEIMER'S  DISEASE 

PART1 

GUEST  EDITOR:  CHARLES  N.  STILL,  M-  D. 


Just  What  The 
Doctor  Ordered. 


Sometimes  it  seems  nobody  follows  doctor’s  orders. 
Patients  don’t  follow  their  regimens.  Appointments  last 
longer  than  expected.  Emergencies  arise  on  your  day  off. 

We  believe  that  doctor’s  orders  should  be  followed. 
Professional  & Executive  Banking  at  NationsBank  is 
dedicated  to  meeting  your  banking  needs.  Tell  us  what 
you  want  to  achieve.  We’ll  do  everything  we  can  to  make 
it  happen. 

You’ll  work  with  one  of  our  experienced  bankers, 
who  will  meet  with  you  at  your  convenience  and 
personally  assist  you  with  your  finances.  This  banker 
will  help  you  select  the  loan  that’s  right  for  you  and 


aggressively  follow  it  through  to  completion. 

And  to  get  the  greatest  value  from  the  money  you 
earn,  your  banker  will  help  you  choose  among  a variety 
of  investment  accounts. 

Let  us  introduce  you  to  the  ease  and  convenience  of 
Professional  & Executive  Banking.  Call  Jim  Smith  collect 
at  (803)  343-7650.  We  think  you’ll  find  we’re  just  what 
the  doctor  ordered. 

NarionsBank' 


NationsBank  Corporation  subsidiary  banks  are  members  FDlCi^  Equal  Housing  Lenders.  ©1993  NationsBank  Corporation. 


PAiorv 


The  Medical 
Office 

Management 

System 


Brought  to  you  by 

the  recognized  experts  in  electronic  claims  filing 

Companion  Technologies 


It’s  a difficult  balancing  act  — offering  your 
patients  expert  medical  care  and  efficiently 
managing  your  office.  Why  should  you  have  to 
worry  about  both?  Call  in  the  perfect  business 
partner  — Companion  Technologies. 


PAID  rV  Plus,  our  private  label  version  of  the 
popular  Medical  Manager'^  office  automation 
system,  is  the  only  system  you  need.  It: 


• Helps  manage  your  practice,  fi’om 
scheduling  appointments  to  maintain- 
ing detailed  patient  notes 


computer  systems  nationwide.  As  an  IBM' 
Business  Partner,  we  also  feature  the  reliable 
excellence  of  the  complete  PS/2’  family  of 
products.  Call  Companion  Technologies  today. 
Let  us  help  you  manage  your  office,  so  you  can 
help  your  patients. 


• Electronically  files  claims  and  features 
NEIC  capability  for  COMMERCIAL 
CLAIMS 


• Electronically  posts  Medicare  remit- 
tances — no  more  tedious  manual 
posting! 


• Handles  your  accounts  receiv'able 
billing  and  secondaiy  insurance 


• Offers  advanced  features  for  medical 
records,  collections  and  lab  system 
interfaces 


• And  much  more! 


Companion  Technologies  has  electronically 
paved  the  way  for  improved  office  efficiency 
since  the  1960s  and  now  has  more  than  2,500 


Your  single  source  for  office  automation 


Call  our  Nationwide  Toll-free  Sales  Number:  1-800-382-PAID  (7243)  Locally,  dial  699-2625  Fax:  803-699-2384 

IBM®  and  PS/2®  are  registered  trademarks  of  International  Business  Machines  Corporation. 

The  Medical  Manager®  is  a registered  trademark  of  Personalized  Programming.  Inc. 


Physicians  in  other  states  are  experiencing  a sudden  and  dramatic  loss  of  patients,  and  it  has 
nothing  to  do  with  their  skills  or  care.  These  doctors  are  simply  finding  themselves  closed  out  of 
health  maintenance  organizations,  or  having  existing  contracts  terminated  for  no  reason.  The 
patients  covered  by  these  plans  are  “herded”  to  other  providers  who  are  often  inconvenient  and 
unfamiliar. 

The  name  of  the  new  game  appears  to  be  “market  share  and  covered  lives.”  An  HMO  with 
large  numbers  of  enrollees  is  able  to  extract  large  discounts  from  some  providers  in  exchange  for 
volume.  If  the  company  is  sold,  each  covered  life  in  the  plan  is  worth  up  to  $1,500.  This  sounds 
similar  to  the  cellular  phone  industry  mergers  in  which  each  potential  customer  is  worth  so  many 
dollars.  Free  enterprise  is  to  be  coveted,  but  large  for  profit  players  cannot  be  allowed  to  have 
almost  unlimited  control. 

South  Carolina  doctors  and  patients  are  just  beginning  to  experience  these  calamitous  currents 
that  are  devastating  long  term  relationships  in  Texas,  California,  etc.  Unless  our  team  (organized 
medicine,  hospitals  and  patients)  wins,  however,  those  of  us  in  the  Palmetto  state  will  meet  the 
same  fate.  Fortunately,  our  players  are  active.  The  American  Medical  Association  (AM A)  has 
gotten  favorable  response  from  Congress  regarding  key  features  of  the  Patient  Protection  Act 
which  will  assure  patient  and  physician  choices.  The  SCMA  has  been  active  in  supporting  state 
legislation  that  contains  some  aspects  of  any  willing  provider  guarantees.  The  South  Carolina 
Hospital  Association  (SCHA)  is  seeking  antitrust  relief  to  allow  us  to  be  more  competitive  in  this 
new  environment.  Patients  themselves  are  placing  high  priority  on  continuing  to  have  the  free- 
dom to  choose  physicians  and  other  providers.  In  summary,  our  defensive  strategy  is  .sound.  It  is 
often  said,  however,  that  the  best  defense  is  the  offense.  Having  successful  local  managed  care 
organizations  in  place  when  the  entrepreneurs  arrive  will  level  the  playing  field.  The  ,SCHA  is 
promoting  the  formation  of  community  care  networks  which  are  locally  governed  by  physicians, 
hospital  executives  and  trustees.  Your  own  Physicians  Care  Network  has  2.200  physicians  and  15 
hospitals  offering  care  to  over  4,600  covered  lives.  We  now  need  to  build  on  this  beginning  and 
you  must  carry  the  ball. 

First  and  foremost,  if  you  are  not  a Physicians  Care  Network  provider,  enroll  today.  It  costs 
nothing  if  you  are  an  SCMA  member.  Second,  if  your  hospital  is  not  participating,  insist  that  they 
join  this  partnership  without  delay.  Third,  identify  local  employers  in  your  community  who 
would  benefit  from  this  “middlemanless”  network  and  contact  Physicians  Care  Network  (Barbara 
Whittaker  or  George  O'Laughlin  at  1-800-327-1021  or  in  Columbia  798-6207)  and  inform  them 
of  the  potential  employer  client.  The  4,600  covered  lives  could  quickly  become  100,000  or  more, 
and  your  own  managed  care  organization.  Physicians  Care  Network,  can  be  the  best  offensive 
weapon  available  for  preserving  high  quality,  cost-effective  care  in  an  environment  that  allows 
patient  and  provider  choices. 
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.OUI  I / IM- 
PART I : INTRODUCTION 


Four  score  and  seven  years  ago,  Alois 
Alzheimer  brought  forth  on  the  European 
continent  the  concept  of  a new  disease  pro- 
cess affecting  the  human  cerebral  cortex,  ded- 
icated to  the  proposition  that  though  all  men 
and  all  women  would  not  be  affected  equally, 
all  should  be  concerned.  Alzheimer’s  address 
to  the  psyehiatrists  of  Southwest  Germany  in 
the  university  city  of  Tubingen  was  all  but 
forgotten  for  nearly  60  years.  Then  a remark- 
able discovery  made  independently  by  Amer- 
iean  and  European  researehers  set  off  a 
renaissance  of  researeh  on  dementia,  just  30 
years  ago.  The  pathology  of  Alzheimer’s  dis- 
ease is  the  same,  whether  dementia  begins  at 
age  50  (presenile)  or  at  age  80  (senile).  To 
paraphrase  the  hyperbole  of  a contemporary 
commercial:  This  changed  everything! 

As  the  'eighties  began,  large  and  small  care- 
giver support  groups  across  America  united 
to  form  the  national  Alzheimer's  Assoeiation, 
which  seeks  to  encourage  and  to  promote 
research  into  the  eause  and  treatment  of 
Alzheimer’s  disease.  Next  came  the  Decade 
of  the  Brain  (1990-2000),  signed  into  law  by 
President  George  Bush  on  July  25,1989. 
Among  other  goals,  DOTB  states  that  “the 

*W.  Jennings  Bryan  Dom  VA  Hospital,  Columbia,  SC 
29201. 


causes  of  the  dementias  of  childhood  and 
adult  life,  and  methods  of  early  diagnosis  and 
treatment,  will  be  found  in  the  Decade  of  the 
Brain.’’  Having  already  reached  the  halfway 
point  of  the  DOTB,  we  should  not  be  dis- 
couraged if  this  lofty  goal  still  remains 
beyond  our  reach  in  the  year  2001 . 

In  this  issue  of  The  Joiinial,  Dr.  William 
Brannon  gives  readers  a concise  biography  of 
Alois  Alzheimer  and  his  impact  on  the  neu- 
ropathological  study  of  dementia  at  the  begin- 
ning of  the  20th  century.  Dr.  Caroline  Macera 
and  her  colleagues  at  the  Statewide 
Alzheimer’s  Disease  Registry  offer  a brief 
review  of  its  epidemiology.  Dr.  Ruth  Abram- 
son details  reeent  scientifie  advances  in  the 
genetics  of  Alzheimer’s  disease.  Dr.  Elaine 
Erank  analyzes  the  effect  of  dementia  on  com- 
munication, memory  and  intelleet  during  the 
progression  of  Alzheimer’s  disease.  Dr.  Lore 
Wright  comprehensively  reviews  caregiver 
stress  and  strategies  for  coping  with  the  “Thir- 
ty-Six Hour  Day’’  experienced  by  those  who 
eare  for  persons  with  Alzheimer’s  disease. 

Part  2 will  emphasize  newer  approaches  in 
the  diagnosis  and  treatment  of  Alzheimer's 
disease  and  its  most  frequent  clinical  com- 
panion, multi-infarct  dementia.  We  hope  that 
readers  of  The  Journal  will  find  each  of  the 
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papers  ill  both  parts  userul  and  interesting. 

As  we  weleoine  the  new  BMW  assembly 
plant  to  South  C'arolina,  let  us  not  forget  that 
Bavaria  gave  the  world  Alois  Alzheimer  I.^O 
years  ago,  a generation  before  before  the  first 
automobiles  appeared  in  Oermany. 


And  (icrmany  also  gave  us  at  least  one- 
third  of  the  European  immigrants  who  were 
early  settlers  of  South  Carolina.  Auf 
Wiedersehen!  T 


KPakt 


Of  An  OPERmoH  That'U. 
Make  You  Peei  BEmR 


As  an  Air  Force  Reserve  physician,  you'll  expe- 
rience all  the  rewards  of  providing  care.  And 
then  some.  Because  as  part  of  our  nation's  vital 
defense  team,  you'll  help  protect  the  strength 
and  pride  of  America.  In  the  Air  Force  Reserve, 
you'll  feel  the  excitement  a change  of  pace 
brings  as  you  gain  the  prestige  of  military  rank 
and  the  privilege  of  working  with  some  of 
the  world's  best  medical  professionals — in  a 
program  that's  flexible  enough  to  fit  your 
schedule.  The  Air  Force  Reserve.  It's  a great 
way  to  serve. 


Call:  800-624-5293 


25-401-0008 
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ALOIS  ALZHEIMER  (1864-1915) 

I.  CONTRIBUTIONS  TO  NEUROLOGY  AND 
PSYCHIATRY 

WILLIAM  L.  BRANNON,  M.  D.* 


Alois  Alzheimer  was  born  on  June  14,  1864  in 
Marktbreit,  Germany,  where  his  early  educa- 
tion prepared  him  for  university  studies  in 
Berlin  and  Tubingen.  He  was  one  of  five  sons 
born  to  a middle  class  Catholic  family.  His 
father,  Eduard,  was  a public  official.  Little  is 
written  of  his  mother  or  what  influences  led 
him  to  study  medicine;  his  brothers  chose  other 
professions.  He  earned  his  medical  degree  in 
1887  in  the  University  of  Wurzburg,  and  in  the 
following  year  passed  his  state  examinations 
with  highest  honors,  earning  the  title  of 
Arztliche  Approbation.'-^  He  remained  at  the 
university  for  a brief  period,  working  in  von 
Kolliker’s  laboratory,  before  accepting  a posi- 
tion in  a public  psychiatric  hospital  in  Frank- 
furt. In  the  next  14  years  under  director  Dr. 
Emil  Sioli,  he  acquired  the  clinical  skills  for 
which  he  came  to  be  so  admired;  his  keen 
sense  of  inquisitiveness  was  honed  and  his 
appetite  for  clinico-pathological  correlation 
generously  fed.  He  was  said  to  have  had  a natu- 
ral scientist’s  attitude,  to  have  loved  nature,  and 
to  have  possessed  a talent  for  drawing  anatomi- 
cal figures.  He  did  not  care  for  the  arts,  nor  did 
he  care  for  politics.  He  loved  teaching,  once  he 
began  that  career.  His  20-seat  laboratory  class- 
room in  Munich  was  always  filled  with  stu- 
dents from  many  countries.  To  each  he  gave  his 
careful  personal  attention  during  the  laboratory 
sessions.  Alzheimer  was  noted  for  his  attention 
to  teaching,  for  his  ever  present  cigar  and  for 
the  fact  that  he  would  frequently  forget  he  had 
lighted  one  and  light  up  another,  so  that  the 
room  would  become  filled  with  the  aroma  of 


*Address  correspondence  to  Dr.  Brannon  at  the  Division 
of  Neurology,  Department  of  Neuropsychiatry  and 
Behavioral  Science.  School  of  Medicine,  University  of 
South  Carolina,  Columbia,  SC  29208. 


several  burning  cigars.’ 

In  1888,  Wilhelm  Erb  (of  Erb’s  Palsy  fame), 
a friend  of  Alzheimer,  called  upon  him  to  go 
to  Algeria  and  escort  a wealthy  Kur  who  had 
developed  tertiary  lues.  Alzheimer  made  the 
trip,  and  continued  to  treat  the  ill  man  until  his 
death.  In  1894,  Alzheimer  married  the  widow, 
Cecilia  Geisenheimer.’  Eranz  NissI  served  as 
best  man  in  the  wedding.  To  that  union  three 
children  were  born;  one  subsequently  married 
a psychiatrist  who  later  associated  profession- 
ally with  Alzheimer.  Cecilia  died  from  an 
infection  after  seven  years  of  marriage.' 

The  1 9th  century  was  a particularly  prolific 
time  for  the  clinical  neurosciences.’  In  England, 
France,  Gemiany  and  the  United  States,  later  to 
be  recognized  giants  of  discovery'  in  brain  dis- 
eases, were  beginning  their  work.  Figures  such 
as  David  Ferrier,  Hughlings  Jackson  and 
Charles  Sherrington  in  England;  Jean  Charcot 
in  France;  Franz  Nissl,  Wilhelm  Erb,  and  Emile 
Kraepelin  in  Germany;  and  William  Hammond 
and  S.  Weir  Mitchell  in  the  United  States  were 
at  work  observing  the  natural  history  of  neuro- 
logical di.seases,  discussing  the  localization  and 
physiology  of  the  disease  proce.s.ses  and  defin- 
ing the  pathology.  During  the  first  half  of  the 
19th  century,  there  developed  a difference  of 
opinion  between  those  who  considered  them- 
selves localizationists  and  those  who  believed 
that  it  was  not  the  particular  localization  of  dys- 
function that  dictated  the  disease  but  rather  what 
had  gone  amiss  in  cellular  function  was  the 
prime  issue  in  disease.  Toward  the  middle  of  the 
century',  concepts  began  to  gel  and  turn  in  favor 
of  the  pathologists.  In  that  setting  Alois 
Alzheimer  began  his  work. 

As  a student,  Alzheimer  came  under  the 
tutelage  of  R.A.  von  Kolliker,  a histologist 
who  was  among  the  first  to  recognize  that 
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llicrc  arc  clilTcrcnt  kinds  of  cells  in  the  brain, 
and  dial  axons  were  derived  from  cells.  Ills 
observations  paved  the  way  for  C’ajal  to  for- 
mulate the  neuron  doctrine  for  which  he  and 
(iolgi  were  awanled  the  Nobel  pri/c  in  1906. 
Riulolf  Virchow,  Carl  Weigert  and  Ludwig 
b’dinger  were  also  among  Alzheimer's  teach- 
ers in  medical  school,  undoubtedly  influencing 
his  interest  in  patlK)logy.'^  In  addition  to  Sioli, 
Alzheimer  was  influenced  in  his  formative 
years  as  a clinician  by  Franz  NissI,  a clinical 
neuropathologist,  with  whom  he  retained  a 
lifelong  friendship  and  collaboration  in 
research.  Emile  Kraepelin,  the  great  psychi- 
atric nosologist,  provided  additional  motiva- 
tion for  Alzheimer’s  interest  in  relating  dis- 
eases to  their  anatomic  and  histological  pathol- 
ogy. After  working  in  Frankfurt  for  14  years, 
Alzheimer  applied  for  a position  as  director  of 
a state  psychiatric  hospital,  and  was  rejected. 
Since  becoming  an  administrator  was 
Alzheimer's  career  plan,  his  rejection  encour- 
aged Alzheimer  to  seek  an  alternate  career,  and 
he  became  an  academician  under  Kraepelin. 
Kraepelin  had  recruited  NissI  to  his  institute  in 
Heidelberg  seven  years  earlier,  in  1895.  After 
Alzheimer's  disappointment  in  1902,  he 
moved  to  Heidelberg;  in  1903,  he  moved  with 
Kraepelin  to  Munich,  where  he  worked  with- 
out pay  since  there  was  no  formal  position  for 
him;  he  had  received  a modest  family  inheri- 
tance. Kraepelin  nominated  him  for  the  title  of 
Privahlozent.  The  move  into  teaching  required 
Alzheimer  to  submit  an  original  research  work 
to  establish  his  credentials  (veuia  legendi)  to 
become  a junior  faculty  member,  a process 
known  as  Hahilitation,  which  he  completed  in 
1904.  After  submitting  his  work,  the  Hahilita- 
tionssclirift,  Alzheimer  was  required  to  give  a 
lecture,  called  the  Antrittsvorlesimg,  to  the  fac- 
ulty and  students  of  the  medical  school.  Fol- 
lowing that,  the  lecturer  was  required  to 
answer  the  questions  of  the  faculty  and  stu- 
dents. If  successful,  as  Alzheimer  was,  he  was 
then  allowed  to  give  lectures  to  students  and  to 
charge  tuition.  The  next  level  of  academic 
accomplishment  was  the  title  of  Extniordinar- 
iiis,  usually  conferred  after  several  years  of 


successful  academic  accomplishment.  In  some 
cases,  a salary  was  offered  along  with  the  title. 
Alzheimer  became  Extraordimiriiis  in  1908, 
but  apparently  did  not  receive  a salary. 

By  the  time  Alzheimer  became  Privatdozeut 
in  Munich,  he  had  published  20  papers  in  neu- 
ropathology. The  work  which  earned  his  ve?iia 
Icgcndi  involved  a histological  study  of  the 
differential  diagnosis  of  progressive  paralysis. 
That  solidified  Alzheimer’s  interest  in  cere- 
bral cortical  pathology  which  occupied  most 
of  his  subsequent  research  efforts.'’^ 

It  was  Alzheimer’s  belief  that  psychiatric  ill- 
nesses, including  dementia  and  psychosis, 
could  be  best  explained  on  the  basis  of  neu- 
ropathology. Thus  he  devoted  his  major 
research  and  clinical  interests  to  attempts  to 
describe  the  neuropathorogy  of  each  psychi- 
atric illness.  He  .set  for  himself  a goal,  never 
reached,  of  producing  a book  on  the 
histopathology  of  psychosis.  He  prepared  an 
early  draft,  but  his  untimely  death  halted  the 
work.  Throughout  his  career  he  retained  an 
interest  in  clinical  observation  and  treatment. 
He  studied  forensic  psychiatry;  he  was  partic- 
ularly interested  in  juvenile  delinquent  behav- 
ior, which  he  thought  might  be  hereditary, 
based  on  brain  pathology. 

At  a meeting  of  South-West  German  Psychi- 
atrists in  Tubingen  in  November,  1906, 
Alzheimer  presented  a brief  paper,  A Charac- 
teristic Disease  of  the  Cerebral  Cortex.^  In 
this  paper  he  described  a 51 -year-old  woman 
who  began  with  a strong  feeling  of  jealousy 
toward  her  husband;  during  the  next  four 
years  she  demonstrated  progressive  deteriora- 
tion of  memory  and  personality.  She  some- 
times became  delirious  and  at  other  times 
believed  she  was  going  to  be  raped  by  the 
doctors.  She  developed  perceptual  diffieulties, 
and  language  abnormalities  in  writing  and 
speaking,  as  well  as  in  understanding.  Motor 
skills  were  preserved  for  walking  and  for  the 
use  of  her  hands  until  near  the  end  of  her  life, 
when  she  was  completely  apathetic,  confined 
to  bed  in  a fetal  position.  Alzheimer  attended 
this  woman  when  she  airived  at  the  hospital  in 
Frankfurt.  Sioli  provided  the  autopsy. 
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Alzheimer  studied  the  brain  and  presented  the 
findings;  his  description  of  neurofibrillary  tan- 
gles is  the  hallmark  of  the  presentation.  Of  the 
neurofibrils,  he  noted  that  they  accumulated 
by  forming  dense  bundles,  and  that  they 
replaced  the  nucleus  and  cytoplasm  of  the 
cell.  He  also  spoke  of  the  deposition  of  a 
peculiar  substance  in  the  cerebral  cortex  (the 
Alzheimer  plaque);  that  substance  was  later 
identified  as  degenerating  neuritic  processes 
and  amyloid.  What  struck  Alzheimer  as  so 
significant  in  that  case  is  still  unclear.  In  1892 
Arnold  Pick  had  described  a 72-year-old 
demented  patient  with  focal  abnormalities;  in 
1898  Redlich  had  described  neuritic  plaques.^ 
Alzheimer  believed  he  had  described  a new 
disease,  or  at  least  a new  subset  of  dementia. 
He  encouraged  his  colleagues  to  be  attentive 
to  subdivide  well-known  disease  groups  into 
smaller  groups,  each  with  its  own  clinical  and 
anatomical  characteristics.^  It  may  be  that 
Alzheimer’s  interest  was  whetted  by  the 
patient's  age  (51 ) at  symptom  onset.  Agreeing 
that  this  patient  indeed  had  a disease  different 
from  previously  described  cases  of  dementia, 
Kraepelin  called  the  illness  ‘Morbus 
Alzheimer.’  Kraepelin’s  intluence  prevailed, 
and  the  name  stuck.  The  division  between 
senile  and  presenile  dementia  remained  for 
more  than  half  a century,  until  modern  neu- 
ropathologists clearly  demonstrated  that  neu- 
rofibrillary tangles  and  senile  plaques  were 
the  same  whatever  the  age  of  the  patient. 

Alzheimer’s  subsequent  work  showed 
something  of  his  diversity.  He  wrote  about 
indications  for  abortion  in  mentally  ill 
patients,  and  on  epilepsy  classification  ( 1907). 
In  1910,  he  wrote  of  diagnostic  difficulties  in 
psychiatry;  and  later  he  wrote  on  the  meaning 
of  symptom  complexes  in  psychiatry,  and  on 
the  pathology  of  dementia  praecox  (1913).  In 
addition,  he  published  papers  on  Huntington’s 
disease,  juvenile  degenerative  diseases,  tuber- 
ous sclerosis,  and  amaurotic  idiocy.  Perhaps 
his  opus  magnum  was  a collection  of  papers 
on  the  pathological  histology  of  mental  disor- 
ders, edited  in  1912.'  In  the  clinic  he  was  a 
master.  Of  the  ps-ychiatric  case  history  he 


wrote.  “It  seemed  to  me  a list  of  judgments 
rather  than  symptoms;  in  many  points,  at  the 
same  time  it  is  rather  a rellection  of  the  inves- 
tigator's opinion  and  generally  speaking,  it  is 
not  a scientific  document.”' 

In  1909  Alzheimer  was  honored  with  the 
appointment  as  editor  of  the  prestigious  Jour- 
nal of  General  Neurology  and  Psyeliiatry.  In 
1912  he  was  given  the  MObius  Prize  for  excel- 
lence of  research  in  the  histology  of  psychosis; 
he  was  also  he  was  appointed  to  the  chair  of 
psychiatry  at  the  University  of  Breslau  where 
he  remained  only  three  years.  In  1912  he 
became  ill  with  endocarditis,  by  report 
rheumatic  or  infectious.  By  1915  renal  failure 
developed  and  he  died  just  before  Christmas, 
at  the  age  of  51  years.  In  addition  to  his 
description  of  Alzheimer’s  disease,  he  is  also 
remembered  for  his  contributions  to  the  mor- 
phology of  neurological  disease;  for  his  notion 
of  the  symbiosis  between  neurological  and 
psychiatric  illness;  for  his  care  of  patients,  for 
his  meticulous  work;  and  for  his  influence  on 
the  subsequent  development  of  neuropatholo- 
gy in  Germany  and  throughout  the  world.  “I 
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II.  DEMENTIA  BEEORE  AND  AETER  ALZHEIMER: 
A BRIEE  HISTORY 

WILLIAM  L.  BRANNON.  M.  D.* 


Deniciilia  was  not  in  Al/licimei  "s  lime  a 
newly  leeogni/.ed  disorder,  ihoiigh  it  was 
tlionght  lo  be  a proeess  assoeiaied  with  aging. 
Tlie  aneienl  Greek  Judge  Solon  ( .5()()  BC)  ree- 
ognized  the  need  to  proleet  the  mentally 
enleehled  by  re(.|uiring  that  those  persons 
making  a will  must  not  be  inllueneed  by 
“physieal  pain,  violenee.  old  age.  or  the  per- 
suasion of  a woman.”'  The  dementia  of  the 
aged  was  reeognized  by  Plato;  in  77?e  Repub- 
lic Plato  noted  that  the  eommission  of  eertain 
erimes  was  e.xeusable  if  eommitted  in  a state 
of  madness,  disease  or  under  the  innuenee  of 
extreme  old  age.'  In  the  first  century  BC.  the 
poet  Lucretius  sang  of  dementia: 

"...when  the  mighty  force  of  years 

Their  frame  hath  shaken,  and  their  limbs 

collapse 

With  blunted  strength,  the  intellect  grows 
dim. 

The  tongue  talks  nonsense,  and  the  mind 
gives  way 

And  all  things  fail,  and  all  together  go.’ 
Dementia  thus  was  not  so  much  considered 
a disease  proeess  as  it  was  believed  to  be  a 
part  of  the  expected  aging  process.  The  Greek 
physician  Galen,  whose  theses  controlled 
medical  thinking  from  the  second  century  AD 
through  the  next  millennium  and  a half,  spoke 
of  “morosis."  meaning  dementia.  Galen 
defined  "morosis"  as  "some  in  whom  the 
knowledge  of  letters  and  other  arts  are  totally 
obliterated:  indeed,  they  can't  remember  their 
own  names...”' 

Shakespeare  in  his  1620  tragedy.  King  Lear, 
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has  Lear  recognize  his  progressing  dementia 
lints: 

"Does  any  here  know  me?  This  is  not  Lear. 
Does  Lear  walk  thus,  speak  thus?  Where  are 
his  eyes? 

Either  his  notion  weakens,  his  discernings 
Arc  lethargied  - ha.  waking?  Tis  not  so. 
Who  is  it  that  can  tell  me  who  I am?"’ 
Jonathan  .Swift  described  symptoms  remark- 
ably similar  lo  Alzheimer's  disease  in  Gulliv- 
er's Travels  (part  3.  Chapter  10).  Of  himself, 
eight  years  before  his  death  in  1745  he  wrote 
that  he  had  entirely  lost  his  memory;  five 
years  before  his  death  he  noted  that  he  could 
not  understand  anything  he  wrote;  and  three 
years  before  his  death,  he  was  declared  men- 
tally incompetent  and  the  management  of  his 
affairs  given  to  caretakers.’ 

During  the  early  18th  century,  neuroscience 
began  to  emerge  as  the  wisdom  of  Galen  was 
questioned;  for  the  first  time  in  more  than  a 
thousand  years  autopsies  became  an  accept- 
able practice.  Concepts  of  dementia  as  a dis- 
ease process  did  not  change  for  the  next  hun- 
dred years.  In  the  late  18th  century,  William 
Cullen  offered  a classification  of  nervous  dis- 
eases in  which  senile  dementia  was  recog- 
nized as  a medical  condition  classified  as 
Vesaniae,  a group  of  diseases  characterized  as 
follows;  "the  Judgement  is  impaired,  without 
pyrexia  or  coma”.’  Benjamin  Rush,  Pinel  and 
Esquirol  each  classified  senile  dementia  as  a 
disease.  In  the  second  quarter  of  the  19th  cen- 
tury. Esquirol  defined  dementia  clinically. 
"Senile  dementia  is  established  slowly.  It 
commences  with  enfeeblement  of  memory, 
particularly  the  memory  of  recent  impres- 
sions. The  sensations  are  feeble;  the  attention, 
at  first  fatiguing,  at  length  becomes  impossi- 
ble; the  will  is  uncertain  and  without  impul- 
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sion;  the  movements  slow  and  impractible.”' 

In  parallel  with  the  clinical  descriptions 
came  neiiropathological  observation,  and  per- 
haps the  beginning  of  the  long-standing  con- 
troversy in  Psychiatry  over  organic  versus 
non-organic  explanations  for  psychiatric  ill- 
nesses. Alois  Alzheimer  devoted  much  of  his 
career  to  an  attempt  to  define  psychiatric  ill- 
ness in  terms  of  its  neiiropathological  sub- 
strate; and  in  that,  he  failed.  He  did.  however, 
call  attention  to  the  fact  that  dementia  was  not 
the  exclusive  domain  of  the  elderly;  his  inilu- 
ence  led  to  the  separation  of  pre-senile  demen- 
tia, or  Alzheimer's  disease,  from  ordinary  or 
senile  dementia. 

Current  thinking  about  dementia  has 
evolved  into:  ( I ) dementia  as  the  primary  dis- 
ease process,  i.e.,  Alzheimer's  disease  or  (2) 
secondary  dementia,  due  to  cerebrovascular 
disease,  e.g.,  multi-infarct  dementia;  or  to  cer- 
tain infectious  diseases,  such  as  the  acquired 
immunodeficiency  syndrome;  or  to  metabolic 
derangements  such  as  thyroid  dysfunction. 
A\enues  for  the  study  of  the  genetics  of 
dementing  illness  are  currently  being  opened; 
the  ability  to  predict  the  development  of 
dementia  in  individuals  is  at  hand.  With  this 
come  additional  social  and  ethical  issues,  as 
well  as  medical  issues. 


The  history  of  dementia  continues:  "Dementia 
is  both  a lonely  personal  experience  and  a 
shared  worldwide  crisis.  We  must  work  now  by 
investing  in  basic  research  to  find  the  roots  of 
biologic  solutions  as  well  as  by  examining  care- 
fully what  the  goals  of  our  care  system  should 
be.  ...Addressing  tbem  will  require  not  only 
intelligence  but  also  integrity;  answering  them 
offers  not  only  a better  life  for  victims  of 
dementia  but  also  a more  human  life  for  all.""  “I 
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INTRODUCTION 

Although  recent  estimates  suggest  tliat 
Alzheimer’s  disease  eurrently  alTects  three  to 
four  million  persons  nationally'  and  will  alTeet 
close  to  3().()()()  South  Carolinians  by  the  year 
2()0().-  very  little  is  known  about  the  cause  of 
this  disease.  Without  a definitive  diagnostic 
test,  it  is  difficult  to  diagnose  Alzheimer’s  dis- 
ease, especially  in  the  early  stages.  Most  of 
the  studies  reported  in  the  literature  have  used 
a case  definition  for  Alzheimer’s  disease 
based  on  clinical  symptoms,  medical  history, 
and  exclusion  of  known  causes  of  dementia. 
In  spite  of  the  diagnostic  uncertainty,  recent 
studies  have  provided  insight  into  the  disease 
process. 

PREVALENCE  AND  INCIDENCE 

Two  important  indicators  of  disease  burden 
and  disease  risk  in  the  population  are  preva- 
lence (number  of  existing  eases)  and  inci- 
dence (number  of  new  cases).  Data  from  sev- 
eral studies  generally  agree  that  the  preva- 
lence of  dementia  increases  exponentially 
with  age.  A general  estimate  of  the  population 
prevalence  of  Alzheimer’s  disease  is  about 
one  percent  among  those  aged  60-75  and 
about  10  percent  among  those  aged  75  and 
older,-  although  some  recent  work  suggests 
that  the  actual  prevalence  may  be  higher  than 
these  estimates."'  As  the  population  ages,  the 
number  of  afflicted  persons  will  increase  sub- 
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stantially.  The  number  of  dementia  cases  in 
the  United  .States  is  projected  to  increase  by 
.34  percent  between  1980  and  2()()(),  although 
the  population  over  age  60  will  only  increase 
by  19  percent.’ 

To  study  risk  factors  and  trends,  it  is  impor- 
tant to  identify  the  incidence  (number  of  new 
eases)  of  the  disease.  Because  Alzheimer’s 
disease  is  not  easy  to  diagnose  in  its  early 
stages,  it  is  difficult  to  know  exactly  when  the 
disease  begins.  .Several  studies  that  followed 
populations  without  evidence  of  cognitive 
impairment  were,  after  several  years,  able  to 
measure  the  incidence  of  cognitive  impair- 
ment and  then  estimate  the  incidence  of 
Alzheimer’s  disease.  Based  on  these  studies 
the  incidence  of  Alzheimer’s  disease  appears 
to  increase  exponentially  among  those 
between  60-90  years. 

The  duration  of  Alzheimer’s  disease  (from 
onset  of  severe  symptoms  to  death)  can  range 
from  two  years  to  over  20  years,  with  a medi- 
an of  about  eight  years.’  Factors  related  to  the 
duration  of  this  illness  include  presence  of 
other  chronic  conditions,  access  to  medical 
care,  and  age  at  onset. 

RISK  FACTORS 

In  the  search  for  understanding  and  modifying 
the  course  of  this  disease,  many  potential  risk 
factors  have  been  studied.  The  most  compre- 
hensive analysis  of  potential  risk  factors  was 
conducted  by  pooling  1 1 studies  from  six 
countries  and  re-analyzing  the  results.’  Using 
this  combined  analysis  and  other  relevant 
studies,  the  following  sections  briefly  summa- 
rize the  current  scientific  evidence  on  risk  fae- 
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tors  for  Alzheimer's  disease. 

Family  history:  Besides  age.  only  family  his- 
tory of  dementia  in  a first  degree  relative  has 
been  eonsistently  associated  with  the  develop- 
ment of  Alzheimer’s  disease.  There  is  some 
suggestion  that  a family  history  of  Down's 
syndrome  or  Parkinson’s  disease  is  also  asso- 
ciated with  increased  risk  of  Alzheimer’s  dis- 
ease, hut  these  findings  are  not  consistent 
among  the  studies. 

Se.x:  Prevalence  studies  have  eonsistently 
reported  a higher  rate  of  Alzheimer’s  disease 
among  women  compared  to  men.  Because  of 
the  longer  life  expectancy  of  women,  this 
finding  is  not  unexpected.  The  few  incidence 
studies  conducted  have  also  found  a higher 
rate  of  disease  occurrence  among  women  than 
men,  but  the  difference  is  very  small.  No  bio- 
logical reason  has  been  suggested  as  to  why 
this  disease  would  disproportionately  affect 
women. 

Education:  While  low  educational  attainment 
has  been  associated  with  the  development  of 
Alzheimer’s  disease,  the  nature  of  the  relation- 
ship is  not  clear.  It  has  been  suggested  that 
there  may  be  a direct  biological  effect  of  educa- 
tion on  the  brain  itself  (increasing  synaptic 
reserve),  or  there  may  be  an  indirect  effect  of 
education  mediated  through  diet  or  other 
lifestyle  exposures,  or  that  this  relationship  may 
be  spurious  due  to  measurement  inaccuracies. 

Ethnicity:  Between  country  comparisons  may 
not  be  useful  because  many  diagnostic  tests 
are  language-based  and  these  measurement 
differences  make  the  comparisons  difficult. 
However,  within  the  United  States,  no  ethnic 
differences  have  been  identified  that  could  not 
be  explained  by  educational  attainment. 

Head  injiuy:  In  the  pooling  project,  a strong 
association  was  found  between  head  injury 
with  loss  of  consciousness  and  the  subsequent 
development  of  Alzheimer’s  disease.  The 
mean  time  between  the  injury  and  diagnosis  of 


Alzheimer's  disease  was  about  20-30  years, 
and  this  association  was  stronger  in  eases  with- 
out a family  history.  Although  not  all  studies 
have  found  an  association  between  head  trau- 
ma and  Alzheimer’s  disease,  this  remains  a 
promising  area  for  continued  investigation. 

Hormone  replacement  therapy:  While  there  is 
some  evidence  that  cognitive  function 
improves  among  postmenopausal  women  who 
are  using  hormone  replacement  therapy,  sev- 
eral other  studies  have  found  no  association. 
More  work  needs  to  be  done  in  this  area. 

Medical  conditions:  Arthritis,  headaches,  and 
blood  transfusions  have  been  all  weakly  (and 
inversely)  associated  with  the  development  of 
Alzheimer’s  disease,  while  thyroid  disorders 
are  positively  associated  with  the  develop- 
ment of  Alzheimer’s  disease.  Eurther  study  is 
needed  to  verify  these  relationships  and  to 
understand  the  mechanisms. 

Maternal  age:  Risk  associated  with  maternal 
age  appears  to  follow  a similar  pattern  to  risk 
for  Down’s  syndrome.  Specifically,  risk  is 
highest  among  the  youngest  and  oldest  mothers 
(under  20  and  over  40  years).  While  not  all 
studies  concur  with  these  findings,  this  remains 
an  active  area  for  continued  investigation. 

Psychiatric  history:  While  those  with 
Alzheimer’s  disease  or  other  dementia  often 
have  other  psychiatric  diagnoses,  this  may 
represent  misdiagnosis  of  early  symptoms  of 
Alzheimer’s  disease.  There  is  some  evidence 
that  treatment  for  depression  may  delay  the 
onset  of  Alzheimer’s  disease,  which  could 
also  mean  that  dementia  was  diagnosed  later 
than  it  would  have  been  had  the  person  not 
been  diagnosed  with  depression. 

Physical  activity:  There  has  been  some  recent 
work  suggesting  that  cognitive  function 
improves  with  physical  activity.  How  long 
this  improvement  persists  or  how  this 
improvement  would  ultimately  affect  rates  of 
Alzheimer’s  disease  is  not  known,  but  physi- 


September  1994 


405 


liPlDHMIOLOCiY  

cal  activity  remains  an  important  area  lor  SDMMAR’S 


riitiirc  study. 

Aliiniiniini  aiid  fluoride  in  drinfiiii>  water, 
aniipersjnrant  use:  Several  mortality  studies 
have  suggested  that  exposure  to  aluminum  in 
drinking  water  or  though  use  of  antiperspi- 
rants  may  be  associated  with  dementia.  Unfor- 
tunately. design  considerations  preventet.1 
these  studies  from  answering  this  c|uestir)n 
effectively.  Further  work  needs  to  be  done  in 
this  area  as  well  as  in  exploring  the  role  ol'  flu- 
oridation on  the  absorption  of  aluminum. 

Unlikely  risk  faetors:  Several  studies  have 
found  no  evidence  to  support  the  following  as 
risk  factors  for  Alzheimer's  disease:  birth 
order,  animal  exposures,  stomach  ulcers, 
antacid  use.  diabetes,  allergies,  tea  and  coffee 
consumption,  and  use  of  aluminum  cooking 
utensils. 


In  summary,  while  only  a few  risk  factors  for 
Alzheimer's  disease  have  been  identified,  sev- 
eral large  collaborative  studies  of  elderly  pop- 
ulations are  currently  underway.  As  measure- 
ment techniques  improve,  the  ability  to  diag- 
nose this  disease  in  its  early  stages  will  make 
the  search  for  risk  factors  more  feasible.  ~\ 
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GENETICS  OF  ALZHEIMER’S  DISEASE* 

RUTH  K.  ABRAMSON.  PH.  D.  ** 


Recently  there  has  been  a resurgence  of  inter- 
est in  the  inheritance  of  Alzheimer's  Disease 
(AD)  due  primarily  to  application  of  molecu- 
lar genetic  techniques  to  the  search  for  a gene 
or  genes  for  Alzheimer's  Disease.  Many  indi- 
\ iduals  are  aware  that  Alzheimer's  is  present 
in  more  than  one  individual  in  more  than  one 
generation  of  their  family.  For  some,  the  early 
onset  AD  among  relatives  promotes  anxiety 
and  raises  the  issue  of  what  is  their  risk  for 
developing  the  disease.  For  others,  there  may 
be  only  a sporadic  case,  i.e.,  one  relati\e 
whom  they  can  name,  but  the  concern  may  be 
the  same  - is  there  a genetic  predisposition  to 
develop  the  disease,  or  is  this  a random  envi- 
ronmentally induced  event  which  will  not 
recur?  Is  the  genetic  predisposition  necessary, 
but  not  sufficient,  for  expression  of  AD?  Did 
an  at  risk  relative  die  prior  to  expression  of  the 
disease? 

Heightened  awareness  of  prevention  raises 
the  issue  of  the  role  of  environment  in  amelio- 
rating or  preventing  expression  of  AD.  Recent 
re.search  studies  have  pro\  ided  clear  evidence 
of  the  genetic  diversity  of  AD,  of  the  presence 
of  genes  which  predispose  to  AD.  and  of  the 
role  of  the  environment,  (both  the  external 
environment  and  the  “genetic  environment" 
defined  by  other  genes).  For  clinicians,  the 
main  importance  of  these  events  is  that  identi- 
fication of  candidate  genes  provides  insight 
into  disease  mechanism.  For  some  genetic  di.s- 
eases,  such  as  cystic  fibrosis  and  severe  com- 
bined immunodeficieny  disease,  there  are  now^ 
novel  therapies. 

CLINICAL  CiENETIC  STUDIES 

Twin  studies  of  AD  provide  unique  informa- 

*From the  Department  of  Neuropsychiatry  and 
Behavioral  Sciences.  USC  School  of  Medicine,  and  W. 
S.  Hall  Psychiatric  Institute. 

**Address  correspondence  to  Dr.  Abramson  at  W.  S. 
Hall  Psychiatric  Institute.  PO  Box  202.  Columbia.  SC 
29202. 


tion.  Monozygotic  (MZ)  twins  are  for  the 
most  part  genetically  identical,  but  the  envi- 
ronment in  which  they  are  raised  may  differ. 
Dizygotic  twins  (DZ)  are  genetically  and 
environmentally  different.  The  study  of  identi- 
cal twins  gives  information  about  genetic  and 
environmental  factors.  A higher  concordance 
rate  (disease  present  in  both  twins)  in  MZ  than 
DZ  twins  would  be  expected  if  AD  were  due 
primarily  to  genetic  factors.  The  higher  the 
discordance  in  MZ  twins,  the  greater  the  role 
of  env  ironmental  factors  in  expression  of  AD. 
Nee,  et  al.,'  using  the  NINCDS-ADRDA  Task 
Force  using  diagnostic  criteria  for  AD.  studied 
AD  in  twins  ascertained  over  a period  of  two 
years  through  the  ADRDA,  Mothers  of  Twins 
Club,  and  physicians.  Zygosity  was  deter- 
mined by  childhood  photographs,  family 
reports,  red  cell  and  HLA  typing.  Twenty-two 
twin  pairs,  in  which  one  or  both  twins  had 
AD,  were  diagnosed  by  NIH.  AD.  was  con- 
firmed by  autopsy  in  four  eases.  The  concor- 
dance rate  for  MZ  twins  in  this  study  was  41 
percent  and  for  DZ  twins.  40  percent.  The 
data  indicate  that  although  genetic  factors  are 
present,  environmental  factors  are  important 
in  the  expression  of  AD.  This  study  also 
showed  that  disease  expression  was  often 
delayed  in  females. 

Studies  must  take  into  account  diversity  of 
the  age  of  expression  of  AD  and  whether  the 
disease  is  familial  or  sporadic.  Payami.  et  al.' 
reported  an  association  between  the  major  his- 
toeompatibil ity  locus  (MHC)  and  AD. 
Patients  (n  = 54)  and  controls  (n  = 263)  ascer- 
tained sequentially  and  rigorously  diagnosed 
by  the  same  team  of  physicians,  were  tissue 
typed  for  HLA  A and  B.  An  association 
between  HLA  A2  and  AD  was  present  in  a 
subgroup  of  male  patients,  but  not  in  male 
controls.  There  was  no  difference  in  female 
patients  and  controls.  The  frequency  of  HLA 
A2  was  elevated  in  men  with  early  onset 
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deinciUia  { ± 60  years).  HLA  A2  was  presenl 
ill  02  percciil  ol'  men  willi  early  onset  Al)  and 
only  44  pereent  of  male  controls.  'I'he  associa- 
tion was  primarily  I'oiind  in  cases  of  sporadic 
AI)  (SAD)  rather  than  I'amilial  AD  (1-AD). 
I'he  importance  of  this  finding  may  lie  in  the 
identification  of  a risk  factor  in  the  “genetic 
environment,”  i.e.  an  association  with  imnuine 
system  regulation,  that  may  enhance  snseepti- 
hility  to  but  not  be  sufficient  for  expression  of 
sporadic  early  onset  AD  in  men. 

MOUXDI  AR  (JKNKTIC  STUDIES 

In  1087.  St.  George  Hyslop,  et  al.-  reported 
genetic  linkage  in  a few  large  families  with 
early  onset  AD  to  chromosome  2lqll.2  - 
2 1 q2 1 , where  the  gene  maps  for  a fragment  of 
the  amyloid  precursor  protein  (APP).  APP 
was  found  in  brain  amyloid  plaques  and  vas- 
cular deposits  associated  with  AD.  In  these 
families  the  gene  is  inherited  as  an  autosomal 
dominant  mutation,  with  a 50-50  risk  of  pass- 
ing the  gene  to  the  next  generation.  This 
region  of  chromosome  21  is  associated  with 
Down  Syndrome  (DS).  and  the  frequency  of 
AD  brain  pathology  is  high  in  DS  individuals 
who  come  to  autopsy. 

Schellenherg.  et  al.^  and  Tanzi,  et  al.’  tested 
large  numbers  of  AD  families,  sporadic  AD 
cases,  and  controls  to  estimate  the  prevalence 
of  mutation  in  the  beta  A4  domain  of  APP, 
including  codon  717  mutation  and  two  other 
mutations.  Both  studies  found  that  these  APP 
mutations  are  rare  in  both  FAD  and  SAD,  con- 
stituting three  to  four  percent  of  all  FAD,  and 
about  five  to  six  percent  of  early  onset  FAD. 
Although  a series  of  mutations  in  the  APP 
gene  identifies  risk  for  early  onset  FAD.  this 
rare  mutation  did  not  account  for  the  majority 
of  early  onset  cases  or  late  onset  FAD. 

Schellenherg,  et  al.^  studied  a series  of  non- 
Volga  German  early  onset  kindreds  in  which 
AD  was  also  inherited  as  an  autosomal  domi- 
nant gene.  Linkage  analysis  gave  highly  sig- 
nificant lod  scores  for  molecular  markers  on 
chromosome  14q24.3.  This  region  of  chromo- 
some 14  contains  candidate  genes,  including 
the  c-FOS  oncogene  and  HSPA2.  The  c-FOS 


oncogene  may  be  involved  in  transcriptional 
regulation  of  the  APP  gene.  'Die  product  of 
the  IISPA2  gene  is  a molecular  chaperon 
which  may  be  involved  in  protein  assembly 
and  degradation.  Both  of  these  genes  play  a 
role  in  injury  response  mechanisms  in  the  cen- 
tral nervous  system.  Both  can  bind  to  a con- 
sensus sequence  in  the  promoter  region  of  the 
APP  gene  and  could  theoretically  cause  over- 
expression. The  chromosome  14  markers 
account  for  approximately  70  percent  of  fami- 
lies with  early  onset  autosomal  dominant  AD. 

Currently  identified  genetic  markers  on 
chromsomes  14  and  21  account  for  75  percent 
of  AD  in  early  onset  families.  These  genes  are 
sufficient  for  disease  expression.  This  implies 
that  there  are  different  genes  for  the  other  25 
percent  of  early  onset  AD  families. 

Pericek-Vance,  et  ak’  ( 1991 ) examined  both 
early  and  late  onset  AD  families  with  DNA 
markers  on  chromosomes  21  and  19.  In  late 
onset  cases,  there  is  difficulty  in  determining 
FAD  because  of  the  late  onset,  environmental 
influences,  sporadic  cases,  and  possible 
involvement  of  multiple  genetic  loci.  An 
affected-pedigree  member  analysis  was  used 
to  enhance  this  complex  analysis.  In  late 
onset  AD  families,  linkage  was  signficant  for 
chromosome  1 9q  - 1 9q  1 3. 1 . 

Saunders,  et  al.,*  based  on  the  chromosome 
19  findings,  examined  apolipoprotein  E 
(APOE)  in  late  onset  EAD,  SAD  and  controls. 
APOE,  which  is  found  on  chromosome  19, 
binds  amyloid  beta  peptide  in  cerebrospinal 
fluid  with  high  avidity  and  specificity,  and  is 
found  at  autopsy  in  senile  plaques;  in  neu- 
rofibrillary tangles;  and  in  cerebral  vessel 
amyloid  deposits  in  individuals  with  EAD. 
They  also  found  an  association  between  the 
APOE  E4  allele  and  late  onset  EAD  and  SAD. 
A large  series  of  autopsy  documented  SAD 
patients  also  demonstrated  a highly  significant 
association  with  the  APOE  E4  allele.  Saun- 
ders postulated  that  the  APOE  E4  alleles  play 
a role  in  the  metabolism  of  the  amyloid  beta 
peptide  and  may  operate  as  a susceptibility 
gene  for  clinical  expression  of  AD. 

The  APOE  aene  has  a series  of  alleles. 
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including  APOE  E4.  This  means  that  indi\  id- 
Lials  can  have  either  one  or  two  copies  of  APOE 
E4.  Strittmatter.  et  ah’  examined  the  DNA  from 
234  indi\  iduals  from  42  families  with  FAD  and 
additional  samples  from  controls,  describing  a 
gene  dosage  effect.  Almost  all  individuals  who 
had  two  copies  of  APOE  E4  developed  AD. 
Their  risk  was  eight  times  higher  than  the  con- 
trol population  Families  with  late-onset  FAD 
have  a single  APOE  E4  allele  three  times  more 
frequently  than  controls. 

Some  cases  of  late  onset  FAD  are  linked  to 
chromosome  19;  in  families  with  late  onset 
FAD  individuals  who  have  two  APOE  E4 
alleles  are  highly  likely  to  develop  AD.  Fol- 
iate onset  SAD  cases,  a single  APOE  E4  was 
present  at  a rate  twice  that  in  the  control  popu- 
lation. Thus,  a single  APOE  E4  allele  increas- 
es susceptibility  to  AD,  but  may  not  be  suffi- 
cient to  produce  AD. 

CONCLUSIONS 

The  unfolding  genetics  of  AD  is  a fascinating 
story  which  highlights  the  complexity  of  the 
interactions  between  genes  necessary  to  pro- 
duce illness,  the  environment,  and  other  genes 
which  may  interact  to  increase  disease  suscep- 
tibility in  the  presence  of  a major  gene.  First, 
There  is  clear  genetic  diversity  in  familial  AD. 
Genes  on  chromosomes  14  and  21  identify  a 
majority  of  early  onset  familial  AD.  The 
Volga-German  early  onset  AD  families  are  not 
linked  to  chromosomes  14.  19,  or  21;  thus 
there  is  at  least  one  other  major  gene  which 
produces  AD  in  autosomal  dominant  fashion. 
In  some  late  onset  FAD,  there  is  linkage  to 
chromosome  19,  but  further  epidemiologyic- 
studies  are  needed  to  establish  the  prevalence 
of  linkage  to  this  site.  Fairer,  et  al.'°  report  that 
less  than  50  percent  of  all  AD  is  due  to  a 
major  gene  and  that  the  major  gene  is  not  pen- 
etrant in  all  persons  who  survive  to  old  age. 

Second,  at  least  two  instances  of  “suscepti- 
bility genes,”  are  known.  There  is  an  associa- 
tion between  males  with  HLA  A2  and  SAD  at 
early  onset.  Also,  there  is  an  association 
between  the  number  of  APOE  E4  alleles  in 
the  individual  and  the  likelihood  of  develop- 


ing AD  in  late  onset  FAD  and  in  late  onset 
SAD.  There  may  also  be  “susceptibility 
genes”  which  affect  early  onset  FAD. 

From  twin  studies  it  is  clear  that  there  are  sig- 
nificant environn-iental  factors  which  contribute 
to  the  development  of  AD.  We  do  not  know 
what  these  factors  are.  Does  metal  exposure, 
such  as  aluminum,  in  an  indix  idiial  with  a 
genetic  predisposition  to  AD  constitute  one 
such  factor  and  head  trauma  another  factor? 

Genetic  studies  of  AD  are  rapidly  contribut- 
ing to  the  understanding  of  the  mechanism  of 
the  disease.  However,  great  care  must  be 
taken  when  clinicians  are  asked  by  their 
patients  to  define  an  individual's  risk  for 
developing  AD.  At  present,  the  APOE  E4 
gene  should  be  viewed  as  a susceptibility 
gene,  which  may  not  be  sufficient  by  itself  for 
expression  of  disease.  This  highlights  the  need 
for  definition  of  the  role  of  environmental 
influences  upon  the  expression  of  AD.  The 
complexity  of  the  pathogenetic  mechanisms 
of  AD  rivals  the  complexity  of  the  mecha- 
nisms of  cholesterol  metabolism  and  cardio- 
vascular disease.  Continuing  genetic  studies 
will  contribute  greatly  to  our  understanding  of 
mechanisms  and  eventual  treatments  of  this 
devastating  disease.  D 
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those  malpractice  allegations  will  be  closed  without  an  award  for  dam- 
ages. Your  professional  reputation  and  your  personal  assets  are  on  the 
line  when  your  professional  liability  carrier  is  not  both  financially  sound 
and  experienced  in  the  law  and  the  judicial  system. 

WHEN  THE  ISSUES  ARE  LEGAL,  NOT  MEDICAL— when  the  allegations 
are  frivolous,  or  highly  emotional — you  need  a company  and  legal  repre- 
sentation that  understands  the  problem  and  has  the  experience  to  resolve 
the  issue.  The  Medical  Protective  Company  has  specialized  in  defending 
doctors  since  1899.  Our  legal  and  claims  management  experience  is 
unmatched  by  any  other  insurer  in  the  U.S. 

FOR  MORE  INFORMATION  on  how  we  can  protect  your  professional 
reputation  and  your  personal  assets,  call  your  local  Medical  Protective 
General  Agent  at  1 -800-344-1 899. 
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MEDICARE  UPDATE 


The  September,  1994  Medicare  Advisory  has  been 
issued.  Please  read  this  Advisory  carefully  as  it 
includes  fee  schedule  updates  effective  10/1/94, 
guidelines  for  Cotigen  implants  and  other  important 
information. 

Professional  Services  Manual:  Medicare  published 
the  Medicare  Part  B Professional  Services  Manual 
last  June.  The  manual  is  a comprehensive  manual  to 
assist  SC  Medicare  providers  in  better  understanding 
the  Medicare  Part  B program.  Look  for  updates  to  this 
manual  in  a special  pull-out  section  in  the  November, 
1994  Advisory.  For  the  month  of  September  only. 
Medicare  is  offering  copies  of  the  manual  for  only 
$20  per  copy  (copies  are  usually  $40).  To  order, 
complete  the  order  form  on  page  2 of  the  September 
Medicare  Advisory.  Orders  must  be  postmarked  by 
September  30, 1994  to  receive  this  special  price. 

OphthalmoscoDv  (CPT  codes  92225  and  92226): 
Effective  immediately  for  claims  with  services 
rendered  on  and  after  January  1,  1994,  Medicare  will 
reimburse  CPT  codes  92225  and  92226  separately 
when  a general  ophthalmologic  examination  (CPT 
codes  92(X)2 -92014)  is  performed  at  the  same  time. 
These  codes  represent  unilateral  procedures  and  can 
be  filed  for  both  sides  when  rendered  on  the  same 
day.  Medicare  will  adjust  claims  previously  processed 
which  are  brought  to  their  attention. 

Blood  Count  Procedures  (CPT  codes  85018-85027): 
Some  providers  are  incorrectly  billing  CPT  code 
85018  with  codes  85022-85027.  A CBC  includes 


hemoglobin  so  reimbursement  for  code  85018  is 
included  in  the  reimbursement  for  code  85022-85027. 
You  should  NOT  bill  code  85018  with  codes  85022- 
85027. 

Dialysis  Claim  Processine  Update:  Medicare 
recently  discovered  that  some  ERSD  claims  were 
processed  incorrectly.  They  are  reviewing  all  dialysis 
claims  filed  for  Hemodialysis  (codes  90935  and 
90937)  and  Peritoneal  Dialysis  (codes  90945  and 
90947)  which  were  incorrectly  denied  with  action 
code  “IJ.”  Medicare  will  adjust  claims  which  were 
inappropriately  denied.  You  do  not  need  to  resubmit. 
Medicare  expects  to  have  all  claims  corrected  by 
9/15/94.  If  your  claims  are  not  corrected  by  9/15/94, 
please  call  the  provider  Service  Center  at:  (803)  788- 
5568  (Participating  Providers)  or  (803)  788-5569 
(Non-Participating  Providers). 

Provider  Satisfaction  Survey:  By  now,  you  should 
have  received  a copy  of  the  1994  Medicare  Part  B 
Provider  Satisfaction  Survey.  The  purpose  of  the 
survey  is  to  find  out  what  YOU  think  of  the  job 
Medicare  is  doing.  Your  identity  will  remain 
anonymous.  Now’s  your  chance  to  "say  what  you 
think.’’  Complete  the  questionnaire  and  return  it  in  the 
postage  paid  envelope  provided. 

If  you  need  assistance  with  Medicare  questions, 
please  contact  the  provider  Service  Center  at  the 
above  numbers,  or  call  Cindy  Osborn  at  the  SCMA: 
(803)  798-6207,  Ext.  238;  or  (800)  327-1021,  Ext. 
238.  □ 


MEDICAID  UPDATE 


Provider  Bulletins:  As  of  the  beginning  of  this  fiscal 
year  (July  1,  1994),  manual  update  bulletins  will  be 
numbered  to  assist  providers  with  replacing  pages  in 
the  proper  sequence.  For  example,  if  you  receive 
manual  update  #4  and  have  not  received  update  #3, 
please  contact  your  program  manager  at  (803)  253- 
6134. 

Assistant  C -Section:  A claims  processing  error  has 
been  detected  for-C-Section  (59415)  assistant 
surgeons.  If  your  office  has  received  any  Error 
Corrections  Forms  (ECF)  with  error  code  769 
(assistant  surgeon  not  allowed  for  this  procedure)  on 


code  59415,  please  return  them  to  your  program 
manager  to  be  recycled. 

New  Provider  Workshop:  This  is  a reminder  that  the 
Department  of  Physician  Services  offers  workshops 
on  a bi-monthly  basis  for  newly  enrolled  providers  or 
new  provider  staff.  The  next  scheduled  workshop  is 
on  October  5,  1994.  The  meetings  are  held  at  the 
Jefferson  Square  Office  Building,  1801  Main  Street, 
Columbia,  SC,  in  the  2nd  floor  training  room  from 
12:30  pm  to  3:00  pm.  Due  to  limited  space,  please 
notify  our  office  at  (803)  253-6134  in  advance  if  you 
or  your  staff  plan  to  attend  or  are  interested  in  other 
available  workshop  dates.  □ 


HCFA  PILOT  PROGRAM  RE:  CLIA 

The  SCMA  has  been  informed  by  HCFA  that  a pilot  pro- 
gram will  run  in  South  Carolina  and  Utah  during  Sep- 
tember concerning  physician  billing  for  lab  services. 

Nationally,  there  is  significant  discrepancy  between  the 
complexity  of  lab  services  billed  for  by  physicians  and 
the  level  of  CLIA  certification  the  physicians  show  on 
their  CLIA  number.  The  purpose  of  the  program  is  to 
determine  if  HCFA  and/or  CLIA  needs  to  do  more  edu- 
cation about  their  guidelines  or  change  coding  proce- 
dures. 

There  will  be  no  punitive  measures  taken  against  physi- 
cians who  receive  letters  ftom  HCFA  or  the  Medicare  car- 
rier under  this  pilot  project. 

If  you  receive  a questionnaire,  please  complete  it  as 
accurately  and  timely  as  possible. 


SEPTEMBER  IS  “WOMEN  IN 
MEDICINE”  MONTH 

AMA  kicked  off  the  fourth  annual  Women  in  Medicine 
Month  in  September  to  celebrate  the  achievements  of 
women  physicians  and  to  promote  increased  partici- 
pation and  leadership  opportunities  for  women  in  the 
profession  and  organized  medicine.  This  year's  theme 
is  “Women  Physicians  on  the  Move.’’ 

Today,  women  comprise  over  20  percent  of  all  U.  S. 
physicians  and  over  40  percent  of  medical  students.  The 
AMA  projects  that  by  the  year  2010,  women  will  make 
up  30  percent  of  the  physician  population.  This  growth 
is  reflected  in  the  increased  participation  and  influence 
of  women  in  organized  medicine.  The  number  of  female 
AMA  members  increased  by  24.4  percent  over  the  past 
four  years,  making  this  the  fastest  growing  membership 
segment.  Equally  important  is  the  continuing  growth  of 
women  physicians  in  leadership  positions  in  the  AMA 
and  throughout  the  Federation.  Women  serve  on  the 
AMA  Board  of  Tnistees,  as  Presidents  of  their  medical 
societies,  and  in  the  AMA  House  of  Delegates. 

For  more  irrformation  on  women  in  medicine,  contact 
Phyllis  Kopriva  at  (312)  464-4392. 
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PHYSICIANS  CARE  NETWORK  UPDATE 

Since  the  SCMA  Members’  Insurance  Trust  joined  the 
Physicians  Care  Network  (PCN)  on  August  15,  approx- 
imately 200  jrfiysicians  have  enrolled  in  the  network,  brin- 
ing the  total  number  of  providers  to  2,429. 

At  the  present  time,  the  foUowing  hospitals  have  con- 
tracted with  PCN:  Baker  and  Charleston  Memorial  Hos- 
pitals, Charter  Hospital  of  Charleston,  MUSC  Medical 
Center,  Roper  Hospital  & Health  Services,  and  Trident 
Regional  Health  System  (HCA  Trident  Regional  Med- 
ical Center  and  Summerville  Medical  Center);  Baptist 
Medical  Center  and  Providence  Hospital,  both  in  Colum- 
bia; Carolinas  Hospital  System  (Bmce  Hospital,  Rorence 
General  Hospital  and  The  Women's  Center)  in  Florence; 
Chester  County  Hospital;  Colleton  Regional  Hospital  in 
Walterboro;  Edgefield  County  Hospital;  Elliott  White 
Springs  Memorial  Hospital  in  Lancaster,  Lake  City  Com- 
munity Hospital;  Piedmont  Medical  Center  in  Rock  Hill; 
and  Newberry  Hospital. 

For  more  information  regarding  PCN,  please  call  Bar- 
bara Whittaker,  in  Columbia  at  798-6207,  ext.  226  or 
statewide  at  1-800-327-1021 , ext.  226. 


POSTER  REQUIREMENTS 

Last  month,  the  SCMA  Newsletter  featured  a list  of 
posters  available  from  the  SC  Department  of  Labor, 
the  US  Department  of  Labor  and  the  Human  Affairs 
Commission/EEOC.  Space  did  not  permit  publishing 
the  following  OSHA  occupational  safety  and  health 
recordkeeping  materials: 

OSHA  Form  200:  Log  and  Summary  of 

Occupational  Injuries  and  Illnesses  (replaces  OSHA 
forms  100  and  102).  All  employers  with. 11  or  more 
employees,  except  those  in  certain  exempt  industries, 
must  maintain  and  post  this  form  armually. 

OSHA  Form  101;  Supplementary  Record  of 
Occupational  Injuries  and  Illnesses.  This  form,  or  a 
substitute  containing  the  same  information,  must  be 
completed  for  each  case  listed  on  OSHA  200. 

For  further  information  or  to  receive  copies  of  the 
above  forms,  contact  the  SC  Department  of  Labor, 
Office  of  Public  Information,  PO  Box  11329, 
Columbia,  SC  29211-1329  or  call  (803)  734-9600. 


VACCINE  UPDATE 


Vaccine  Assurance  For  All  Children  (VAFAC),  a new 
program  administered  by  the  State  Department  of  Health 
and  Environmental  Control  (DHEC),  will  begin  (Dctober 
1,  1994.  Children  eligible  to  receive  vaccines  under 
VAFAC  include: 

1.  Children  enrolled  in  Medicaid 

2.  C!hildren  who  do  not  have  health  insurance 

3.  Children  who  are  American  Indian  or  Alaskan 
Native. 

CMdren  who  have  health  insurance  which  does  not  cover 
vaccine  may  receive  VAFAC-provided  vaccines  at  fed- 
erally qualified  health  centers  (communityAnigrant  health 
centers)  and  rural  health  clinics. 

The  following  vaccines  will  be  available: 

DTP,  DT,  Td,  DTaP,  DTP/Hib,  Hib,  OPV,  IPV, 

Hep  B (for  children  bom  in  or  after  1992,  and  for  chil- 


dren through  age  5 years  in  the  household  of  a Hep  B 
carrier),  and 

MMR  (for  age  12-15  months,  preschool,  and  college 
freshmen). 

DHEC  will  ship  aU  vaccines  directly  to  your  office. 

An  allowable  administrative  fee  for  the  vaccines  wiU  be 
$10.(X)  per  visit  if  associated  with  another  billable  visit. 
For  a shot  only  visit  or  in  association  with  a non-billable 
visit,  the  allowable  administration  fee  will  be  $20.00  per 
visit.  Medicaid  will  publish  a special  bulletin  concern- 
ing billing  procedures  for  the  administration  fee. 

In  order  to  participate,  you  must  enroll  with  DHEC  as 
a VAFAC  provider.  For  more  information,  please  call  1- 
800-27-SHOTS.  □ 
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PUBLICATIONSA^IDEOTAPES  AVAILABLE 


The  AMA  has  published  Culturally  Competent  Health  Care  for  Adolescents:  A Guide  for  Primary  Care 
Providers.  This  book  describes  a framework  for  understanding  and  developing  cultural  competence,  which  is  the 
sensitivity,  cultural  knowledge,  skills  and  actions  that  enable  physicians  to  work  effectively  with  patients  who 
are  from  cultures  different  from  their  own. 

To  order  copies,  call  the  AMA  Order  Department  toll  free  at  1-800-621-8335  with  Order  #OPO  17894.  The  price 
for  AMA  members  is  $7.50  per  copy,  and  $1 1 .50  for  non-members. 

The  SCMA  Risk  Management  Program  offers  a new  videotape  on  loan  entitled  “Communication:  The  Caring 
Touch.”  Produced  by  the  Pennsylvania  Chapter,  American  College  of  Emergency  Physicians,  this  10-minute 
videotape  features  situations  applicable  to  all  specialties. 

To  view  the  videotape  on  loan,  call  SCMA  Headquarters  and  ask  for  Pam  Taylor,  Ext.  229. 


AMA  PURCHASE  LINK 


AMA  Resources,  Inc.,  launched  its  AMA  Purchase 
Link  program  nationally  September  1.  This  national 
launch  follows  a four-state  regional  rollout  of  the 
program,  which  provides  AMA  member  physicians 
with  a direct  access  to  Henry  Schein,  Inc.  (HSI),  the 
largest  nationwide  telesales  distributor  of  medical, 
surgical  and  pharmaceutical  products  to  physicians’ 
offices. 

The  arrangement  will  provide  AMA  members  with 
guaranteed  low  pricing  on  every  item;  no  fees, 
purchase  commitments,  or  minimum  orders;  free 
shipping  for  AMA  members;  a broad  selection  of 
more  than  18,000  items  in  stock,  including  medical, 
surgical  pharmaceutical,  laboratory,  and  office 


supplies;  quality  services,  including  responsive  sales 
representatives  and  same-day  shipping  on  most 
orders;  and  a reduction  in  time  required  to  manage 
clinical  supplies. 

The  national  launch  of  the  program  follows  a 
successful  regional  rollout  in  Iowa,  Indiana,  Ohio  and 
Wisconsin  during  the  past  seven  months.  Beginning 
September  15,  South  Carolina  office-based  physicians 
who  are  AMA  members  will  be  contacted  and 
referred  to  a toll-free  hotline  (1-800-772-4346) 
through  which  they  can  contact  HSI  directly.  Watch 
for  a mail-out  from  AMA  Resources,  Inc.  later  this 
month.  □ 


CAPSULES 

Fmir  distinguished  South  Cftroliniaiis  were  honored  iusd  month  hy  the  SC  Chapter  of  the  American 
Acad^ny  of  Pediatrics  duHng  Its  Annual  Sdentilic  Meetli^  at  the  Hiiton  Resort*  Hilton  Head  Island. 

Ms*  Unda  D,  Price,  Division  Director  of  Children's  Rdhahllitative  Services*  was  named  Child  Advocate  of 
the  Year  fm*  her  contributions  to  the  health  and  welLh^g  of  SC's  t^ldrai  and  f<r  her  achievements  on 
behalf  of  these  diildren. 

Ow€tt  PoreneA  MD,  and  Bachman  Smithy  MD,  both  from  Charleston*  received  the  1994  Career 
Athievemem  Award.  Their  careers  parall^ed  tme  another^  both  were  revered  by  Btelr  patients  for  their 
many  years  of  faithfid  service. 

The  prestigious  I^esidest's  Awmd  was  presosted  to  C.  Manison  Fatlshf  for  Ins  outstanding  service 
to  dbe  chapter*  Hsactiidties  and  the  of  the  state. 
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EFFECT  OF  ALZHEIMER’S  DISEASE  ON 
COMMUNICATION  FUNCTION* 

ELAINE  M.  FRANK,  PH.  D.** 


“Well,  this  the  place,  this  here,  that  is  the 
man  going.  She  is  getting  stuff.  Don’t  you 
see?  And  the  two  boys,  inonnna  both  the 
same  and  here.  The  man  is  here,  boys  can 
see  but  hiding,  um,  um,  and  this  is  the  man  - 
yes.” 

This  example  of  the  speech  and  language  of  a 
patient  with  dementia  due  to  Alzheimer’s  Dis- 
ease (AD)  is  fluently  formed  but  yet  not  com- 
municative. What  is  the  source  of  the  prob- 
lem, and  how  do  the  communicative  attempts 
of  patients  with  AD  provide  insight  into  pro- 
gression of  dementia? 

Within  the  last  decade,  the  disproportionate 
growth  of  the  elderly  segment  of  the  popula- 
tion has  increased  the  research  focus  on  the 
aging  patient.  Studies  have  examined  overall 
differences  in  speech  and  language  function 
across  the  life  span.  New  insights  have 
emerged  concerning  the  communication 
changes  associated  with  normal  aging  and 
with  dementia.  This  understanding  of  commu- 
nication function  is  critical  for  accurate 
assessment  of  the  geriatric  patient.  A well 
designed  evaluation  can  determine  if  specific 
areas  of  loss  are  pre.sent,  provide  a profile  for 
differential  diagnosis  between  dementia  and 
other  potential  causes  of  cognitive  and  com- 
municative losses,  establish  a baseline  of 
functioning,  and  obtain  information  that  is 
helpful  in  counseling  patients  and  caregivers  . 

NORMAL  DEVELOPMENTAL  SPEECH- 
LANGUAGE  CHANGES 


*From  the  Department  of  Speech-Language  Pathology 
and  Audiology,  the  University  of  South  Carolina,  and 
W.  J.  Bryan  Dorn  VA  Hospital,  Columbia.  SC. 

**Address  correspondence  to  Dr.  Frank  at  the  Depart- 
ment of  Speech-Language  Pathology  & Audiology,  the 
University  of  South  Carolina,  Columbia,  SC  29208. 


Normal  aging  effects  may  be  subtle  and  grad- 
ual in  onset.  Effective  communicative  func- 
tioning is  dependent  on  abilities  to  use  lan- 
guage. memory  and  intellect.'  Certain  of  these 
critical  processes  may  diminish  across 
decades  but  significant  losses  are  uncommon 
except  in  the  very  old  or  secondary  to  the 
presence  of  disease. 

Language  Changes:  Language  has  three  basic 
components:  form,  content  and  use. 

Form  is  the  word  production  and  syntactic 
linking  of  words  according  to  linguistic  rules. 
Aging  has  very  little  effect  on  this  syntactic 
structuring  of  language.  Obler’  reported  that 
subjects  from  60-80  had  no  loss  of  syntactic 
knowledge  and  produced  sentences  with  elab- 
orate grammatical  style  similar  to  subjects  in 
their  30s.  Results  of  investigations  of  age  dif- 
ferences in  complex  receptive  tasks  varies 
ranging  from  a mild  linear  decline  across 
decades^  to  no  age-related  differences.^ 

The  content  component  of  language 
includes  the  topic  involved  in  an  utterance  and 
the  vocabulary  to  express  or  interpret  mean- 
ing. Elders  may  have  some  reduction  in 
speech  encoding  and  mild  inferential  process- 
ing losses,  reducing  receptive  information 
transmission.  Any  sensory  deficits  such  as 
hearing  or  visual  loss  have  an  added  negative 
impact  on  receptive  processing.  In  contrast, 
elders  continue  to  increase  content  potential 
with  a gradually  expanding  semantic  concept 
and  vocabulary  lexicon  store.^ 

Use  is  the  pragmatic  implementation  lan- 
guage including  the  ability  to  recognize  the 
rights,  obligations,  and  expectations  underly- 
ing maintenance  of  conversational  discourse 
in  varying  settings.*  Elders  may  be  slower  to 
process  and  produce  language,  resulting  in 
less  efficient  discourse  comprehension,  con- 
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COMMUNICATION  FUNCTION  IN  AI) 


iVontalion  naming,  reading  or  writing.'  How- 
ever. the  elderly  retain  pragmatie  abilitie.s, 
ineinding  the  skills  of  elTeetive  exchange  of 
information  through  conversation. 

Memory  Changes:  Memory  im)dels  have 
established  a paradigm  to  include  working, 
recent,  and  long-term  memory.  Working  mem- 
ory cx)ntains  information  which  is  in  immedi- 
ate use  by  the  individual.  Recent  memory  con- 
tains data  related  to  events  within  the  recent 
past;  some  data  which  will  then  be  processed 
for  long-term  storage.  Within  long-term  mem- 
ory. several  types  of  information  are  stored  in 
either  procedural  or  declarative  knowledge. 
Procedural  knowledge  stores  the  rules  or  pro- 
cedures for  activities.  It  is  the  “knowing  how 
to”  information.  Declarative  knowledge  stores 
concepts,  names  of  objects  (lexicon)  and 
episodic  (event)  memories.  Procedural  mem- 
ory is  well  maintained  in  elders  as  is  most 
general  declarative  information.  Within 
declarative  knowledge,  studies  have  found 
mild  deficits  in  quick  access  to  the  lexicon 
and  in  recent  memory  for  events  or  episodic 
knowledge.' 

Changes  in  Intellect:  General  knowledge  or 
crystallized  intelligence  is  retained.  Elders 
may  have  difficulty  in  timed  tasks  resulting  in 
a mild  loss  of  information  processing  and 
timed  problem-solving  ability.* 

COMMUNICATION  PATTERNS  IN  AD 

Dementia  has  an  insidious  and  progressive 
effect  on  communication  function.  Table  1 
summarizes  the  effects  of  dementia  on  lan- 
guage. memory  and  intellect  during  the  early, 
middle  and  late  stages  of  AD. 

The  semantic  loss  of  word  finding  ability  is 
well  established  in  the  literature  of  early 
dementia.^  Initially,  the  loss  of  naming  may  be 
noticeable  only  for  infrequently  used  words  or 
words  with  multiple  or  subtle  meanings.  Flu- 
ency naming  tasks  are  particularly  difficult  for 
patients  with  AD.  Fluency  naming  includes 
two  tasks;  ( 1 ) confrontation  naming:  request- 
ing a patient  to  name  an  object  presented  and 


(2)  generative  naming:  naming  items  in  a cat- 
egory or  beginning  with  a specific  letter. 
Patients  with  AD  have  increased  response 
limes  and  reduction  in  the  number  of  total 
responses  on  all  types  of  naming  tasks. 

Critical  semantic  attributes  for  distinguish- 
ing related  objects  may  be  unavailable  to  indi- 
viduals with  AD.  A horse  may  be  identified 
as  a dog  or  a table  as  a chair.  These  examples 
demonstrate  a loss  of  the  critical  features 
defining  these  related  objects.'^  Syntactic  and 
grammatical  performance  remains  relatively 
intact  until  the  very  late  stages  of  dementia.  A 
reliance  on  this  syntactic  ability  has  been 
found  in  mild  and  moderate  dementia  sub- 
jects. When  requested  to  freely  name  any  item 
related  to  a stimulus,  normal  elders  produce  a 
paradigmatic  response  or  a word  within  the 
same  grammatical  category  (e.g.  boys  yield  a 
response  of  girls).  In  subjects  with  mild  and 
moderate  AD,  significantly  more  syntagmat- 
icly  related  responses  (e.g.  boys  yield  a 
response  of  play)  are  produced.  In  the  middle 
stage,  the  semantic  word-finding  difficulty 
increases  to  include  confusion  of  more  com- 
mon object  names  and,  in  the  late  stage,  jar- 
gon productions.'® 

Reduction  in  naming  ability  and  lexical 
access  impacts  on  picture  description  and 
story  telling.  In  the  early  stage,  AD  patients 
are  able  to  relate  picture  information  but 
require  more  time  to  communicate  ideas.  Pro- 
ductions reflect  a loss  of  detail  and  are  more 
concise  than  productions  of  normal  elders. 
During  the  later  stages,  productions  are 
impoverished  or  often  not  available  to  the 
dementia  patient. 

Pragmatic  skills  are  resilient  in  the  early 
stage  of  dementia;  however,  patients  have  dif- 
ficulty in  maintaining  conversational  responsi- 
bilities. Remaining  on  a single  topic  too  long, 
repetition  of  ideas  or  slowness  to  initiate 
responses  may  make  the  conversation  partner 
uncomfortable  but  communication  is 
achieved.  More  abstract  forms  of  conversation 
including  humor,  sarcasm,  indirect  statements 
and  idiomatic  nonliteral  frameworks  may  be 
difficult.  Pragmatic  skills  continue  to  deterio- 
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Table  1 

Effects  of  Dementia  on  Communication,  Memory  and  Intellect 


Language 

Early  Stages 

Form  Sounds: 

Grammar; 

Used  Correctly. 
Generally  Correct. 

Content  Expressive 

May  omit  meaningful  noun  in  a sentence,  "tip  of  the  tongue"  behavior  and 
reduced  naming  ability.  Reducing  vocabulary.  Divergence  from  topic.  Reduced 
ability  to  produce  a series  of  meaningful  sentences.  Retention  of  social  phrases. 

Receptive 

Comprehension  of  new  information  difficult. 

Use  Pragmatics 

May  talk  too  long  on  a topic,  repeats  ideas,  may  be  unable  to  initiate  conversation 
at  appropriate  time,  able  to  answer  most  questions.  Difficulty  understanding 
humor,  sarcasm,  indirect  and  nonliteral  statements. 

Memory  Working/Active 

Declarative  Long-Term 

Shortened  span.  Less  efficient  retrieval  and  encoding  of  new  information. 
Poor  episodic  memory  and  degraded  conceptual  memory. 

Intellect 

Reduced  problem  solving  ability. 

Language 

Middle  Stages 

Form  Sounds 

Grammar 

Used  Correctly. 

Complex  sentences  difficult  to  understand.  Sentence  fragments  common. 

Content  Expressive 

Difficulby  thinking  of  words  in  a category  and  anomia  in  conversation.  Vocabulary 
reducing  and  difficulty  naming  objects.  Frequently  repeats  ideas  or  forgets  topic. 
Reliance  on  topics  from  past.  Empty  language.  Retention  of  social  phrases. 

Receptive 

Increased  difficulty  comprehending  new  information  or  complex  topics. 
Diminished  comprehension  of  written  and  spoken  language. 

Use  Pragmatics 

Poor  sensitivity  to  context  and  communication  partners.  Concrete.  Misses  humor 
and  nonliteral  language  meanings.  Knows  when  to  talk  and  recognizes 
questions.  May  fail  to  greet.  Usually  does  not  self  correct. 

Memory  Working/Active 

Declarative  Long-Term 

Intellect 

Prominently  Impaired. 

Deterioration  of  conceptual  memory  and  lexical  access. 
Significant  and  obvious  deficits. 

Language 
Form  Sounds 

Grammar 

Content  Expressive 

Late  Stages 

May  be  used  correctly  but  error  not  uncommon,  some  patients  mute. 

Lack  of  comprehension  of  complex  forms  Frequent  sentence  fragments. 
Poor  vocabulary  and  marked  anomia  May  produce  jargon  or  bizarre 
meaningless  sentences.  Unable  to  produce  sequence  of  related  concepts. 
Repetition  of  words  and  phrases. 

Receptive 

Use 

Lack  of  comprehension  of  new  information.  Most  meaningful  are  past  events. 
Unaware  of  surroundings,  context,  rules  of  conversation  or  communication 
partners.  Little  meaningful  use  of  language. 

Memory  WorKing/Active 

Declarative  Long-Term 

Intellect 

Severe  deficits. 
Severe  deficits. 
Severe  deficits. 

Adapted  from  Bayles,  K.A.  in  Chapey,  R. 

Language  Intervention  in  Adult  Aphasia,  1994.  Williams  and  Wilkins. 
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rate  in  the  middle  stage.  Poor  sensitivity  to 
eontext  and  eommiinieation  partners  is  eom- 
mon.  Patients  may  fail  soeial  greeting  and 
may  not  be  able  to  eorreet  errors  made  in  con- 
versation. In  the  late  stage  of  dementia,  prag- 
matic skills  are  severely  affected  and  little 
meaningful  use  of  language  is  observed." 

DIFFKRKNTIAI,  I)F\(;N()SIS 

Differentiating  developmental  aging  changes 
from  dementia  requires  assessment  of  memo- 
ry and  semantic  functions.  Although  episodic 
memory  may  be  less  efficient  in  normal  elders 
and  in  individuals  with  dementia,  the  degree 
of  loss  is  more  severe  in  AD.  Working  memo- 
ry and  semantic  functions  are  significantly 
more  impaired  in  patients  with  dementia. 
Even  in  the  early  stage  of  dementia,  retention 
of  new  information,  social  aspects  of  topic 
conversation  and  anomia  are  characteristic. 

A state  of  severe  stress  in  depression  can 
result  in  pseudo-dementia  . Ruling  out  depres- 
sion as  well  as  other  reversible  physiologic 
conditions  is  essential.  Unlike  individuals 
with  dementia,  during  the  communication 
assessment  depressed  patients  may  exhibit 
self-deprecatory  comments,  statements  about 
feeling  sad  or  helpless,  flat  affect,  failure  to 
try.  and  inconsistency  in  performance. 

Dementia  can  be  differentiated  from  other 
diseases  specifically  affecting  language, 
including  aphasia,  primary  progressive  apha- 
sia. \ ascular  dementia  and  right  hemisphere 
disorders.  The  onset  of  aphasia  immediately 
after  a cerebrovascular  accident  (CVA)  con- 
trasts sharply  with  the  gradual  onset  of 
dementia.  Aphasia  results  in  a more  focal  loss 
of  language  with  a preservation  of  primary 
memory  and  intellect,  while  dementia  has  a 
more  diffuse  etiology  affecting  cognitive 
function. 

Recently  a progressive  fomi  of  aphasia  has 
been  described.  This  syndrome,  primary  pro- 
gressive aphasia,  has  an  insidious  onset  and  is 
defined  as  a specific  language  loss  with 
preservation  of  cognitive  intellect  and.  there- 
fore. no  dementia.  Patients  with  progressive 
aphasia  can  perform  nonverbal  cognitive 


skills  within  established  normative  levels.'^ 

The  vascular  dementia  secondary  to  multi- 
infarcts presents  with  a step-wise  progression 
secondary  to  vascular  changes  but  may  other- 
wise be  quite  similar  to  AD  dementia.  The 
progression  through  the  language  characteris- 
tic of  the  three  stages  of  dementia  may  corre- 
late with  vascular  changes. 

A nondominant  hemisphere  C’VA,  usually  in 
the  right  hemisphere,  has  characteristics  of 
language  loss  often  attributed  to  dementia. 
Patients  with  a right  CVA  may  have  reasoning 
difficulties,  orientation  problems,  attention 
deficits,  visuoperceptual  problems  and  prag- 
matic communication  problems.  These 
patients  have  a focal  history  of  quick  onset 
and  do  not  decline  in  function  over  time.  The 
right  hemisphere  group  also  does  not  have  the 
severe  linguistic  losses  profiled  in  dementia.'"* 

CO.MMUMCATION  ASSESSMENT 

The  communication  assessment  provides  a 
baseline  of  function.  In  progressive  disorders 
like  dementia,  baseline  data  can  be  compared 
to  periodic  testing  scores,  to  determine 
changes  in  function.  The  evaluation  procedure 
must  include  a thorough  case  history  from  the 
patient  and  the  caregivers.  The  clinical  evalua- 
tion of  the  patient's  ability  to  provide  case  hi.s- 
tory  information  offers  an  opportunity  to 
assess  the  integrity  of  the  intellectual,  memory 
and  communication  systems.  Caregivers  may 
provide  information  from  environmental  situ- 
ations relevant  to  diagnostic  decisions.  After 
determining  the  premorbid  literacy  level  of 
the  patient,  a standardized  dementia  rating 
scale  is  administered.  Several  scales  are  listed 
in  Table  2.  The  scales  contain  a number  of 
verbal  items  and  screen  the  performance  level 
of  patients  in  verbal  fluency,  orientation  and 
naming. 

Traditional  assessment  tools  for  the  evalua- 
tion of  adult  language  have  included  tests 
such  as  the  Boston  Diagnostic  Aphasia  Exam- 
ination'^ and  the  Western  Aphasia  Battery.'^ 
These  assessment  batteries  were  designed  to 
sample  behaviors  differentiating  patients  with 
a focal  aphasic  disorder  from  individuals  with 
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T A hit:  2 

DEMKM  lA  KA TIN(;  .SCALES  AM)  AUTHORS 

Dementia  Ratin«  Scale 

Author 

Blessed  Dementia  Rating  Scale 

Blessed.  Tomlinson  & Roth.  1968 

Clinical  Dementia  Rating  (CDR) 

Hughers,  Berg.  Dan/iger.  Coben  & Martin.  1982 

Dementia  Rating  Scale  (DRS) 

Mattis,  1976 

Functional  Assessment  Stages  (FAST) 

Reisberg,  Ferris,  dcT.eon  & Crook.  1984 

Global  Deterioration  Scale  (GDS) 

Reisberg  et  ah.  1982 

Mini-Mental  State  Examination  (MMSE) 

Folstein.  Folstein  & McHugh,  1975 

normal  elderly  language  fimetion.  These  tools, 
although  helpful  in  the  assessment  of  moder- 
ate and  severe  dementia  eases,  are  not 
designed  to  assess  the  subtle  ehanges  present- 
ed by  the  mild  AD  patient. 

In  1993,  Bayles  and  Tomoeda  published  a 
speeeh  language  assessment  battery  speeifi- 
eally  designed  to  sample  the  speeeh  and  lan- 
guage of  individuals  with  dementia,  the  Ari- 
z.ona  Battery  for  Communication  Disorders  of 
Dementia  (ABCD)."’  This  battery  eontains  14 
subtests  that  evaluate  five  areas,  linguistie 
eomprehension,  linguistie  expression,  verbal 
memory,  visuospatial  skills  and  mental  status. 
Two  subtests,  delayed  story  retelling  and  word 
learning,  have  been  found  to  distinguish  per- 
formanee  of  individuals  at  risk  for  dementing 
diseases  and  normal  elders.  Mild  AD  patients 
aehieve  signifieantly  poorer  scores  than  nor- 
mal controls  and  moderate  dementia  subjects 
are  poorer  than  mild  dementia  subjects.'  The 
delayed  story  retelling  and  word  learning  sub- 
tests are  particularly  susceptible  in  patients 
with  dementia,  as  the  tests  rely  heavily  on 
memory  and  new  learning.  A clinical  assess- 
ment of  the  communication  and  problem  solv- 
ing strategies  that  patients  utilize  during  the 
completion  of  the  test  is  clinically  revealing. 
Patients  may  exhibit  lack  of  organizational 
ability,  verbal  access  or  frustration  in  memory 
tasks. 

A second  test,  the  Functional  Linguistic 
Communication  Inventory  (FLCl)  provides  an 
assessment  of  the  quality  of  functional  com- 
munication.'^ Abilities  tested  include  naming, 
greeting,  answering  questions,  writing,  sign 
and  picture  comprehension,  word  reading  and 
comprehension,  following  commands,  and  the 


ability  to  reminisce  and  to  participate  in  a con- 
versation. This  inventory  is  particularly  help- 
ful in  developing  Functional  Maintenance 
Programs  (FMPs)  for  patients  and  families. 
FMPs  provide  the  family  with  realistic  goals 
and  intervention  strategies  to  maximize  com- 
munication, maintaining  meaningful  interac- 
tions between  patients  and  caregivers. 

THERAPEUTIC  INTERVENTION 

Therapeutic  intervention  seeks  to  maintain 
the  patient's  communication  level  and  to 
reduce  stress  and  communication  frustration 
for  caregivers  interacting  with  the  patient. 
Several  techniques  are  available  to  encourage 
continued  exchange  of  information  with  the 
patient  with  AD.  Patients  and  care  givers  are 
encouraged  to  interact  in  functional  activities 
requiring  communication  exchanges.  Table  3 
lists  a number  of  techniques  to  increase  the 
comprehension  of  the  AD  patient  during  com- 
munication. Primarily  suggestions  focus  on 
simplification  of  communication  utterances, 
reduction  of  reliance  on  memory  and  mainte- 
nance of  patient  dignity  during  communica- 
tion interactions. 

SUMMARY 

Dementia  has  a significant  impact  on  commu- 
nication abilities.  The  profile  of  communica- 
tion skills  in  dementia  differ  from  the  profiles 
of  developmental  aging  and  focal  organic  dis- 
orders. Normal  elders  may  have  some  episod- 
ic memory  losses  and  slower  reaction  times  as 
aging  progresses.  Focal  language  disorders 
(aphasia  and  right  hemisphere  disorders)  will 
affect  specific  language  functions  without 
affecting  intellect  and  memory.  Communiea- 
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Table  3. 

Changes  to  Improve  Communication 


Form 

Simplify  syntax 

Subject-verb-object  sentences  are  least  demanding  on  memory. 
Example:  John  hit  the  ball. 

not  The  ball  was  hit  by  John. 

If  a dependent  clause  is  used,  place  it  after  the  main  verb. 
Example:  1 saw  you  when  1 went  to  the  game 

not  When  1 went  to  the  game,  1 saw  you. 

Reduce  length  of  sentence. 

Example:  1 boughtt  bread.  1 mailed  the  letter. 

not  / bought  bread  and  mailed  the  letter. 

Caregiver  uses  slower  than 
normal  rate  of  speech 

Normal  speakers  use  160-200  words  per  minute.  Slowing 
speech  to  below  120  words  per  minute  reduces  the  number  of 
concepts  to  be  processed  and  the  memory  load  for  the  patient. 

Use  several  modalities  to 
present  information  to  patient. 

Seeing  hearing  and  tactile  modalities  provides  more  information 
than  any  single  modality  alone. 

Limit  number  communication 
partners  at  one  time. 

Patients  do  best  one  on  one  rather  than  in  groups. 

Use  pleasant  accepting  vocal 
tone 

Patients  with  dementia  can  still  process  emotional  characteristics 
of  speech.  Demeaning  tone  or  baby  talk  rhythm  is  not 
appropriate. 

Content 


Talk  about  here  and  now. 

Eliminate  dependence  on  episodic  memory  by  conversing  about 
something  patient  can  see  or  hold. 

Simplify  vocabulary 

Use  more  common  words. 

Reduce  use  of  pronouns 

Pronouns  require  patient  to  remember  a preceding  noun. 
Reduce  memory  demands  by  repeating  proper  noun. 

Revise  and  restate  that  which 
was  not  understood. 

Patients  may  require  more  than  on  explanation  to  understand 
concept. 

Use 

Ask  multiple  choice  or  yes/no 
questions 

Example:  "Do  you  want  coffee  or  tea?"  or  "Do  you  want  tea?" 

not  "What  do  you  want?"  This  question  is  too 
open  and  does  not  provide  cues  for  patient. 

Reduce  indirect  speech  acts. 

Indirect  Speech  Act:  "Is  anyone  else  warm?"  meaning  I would 
like  the  temperature  cooler. 

Use  direct  speech  acts. 

Direct  Speech  Act:  "Please  turn  down  the  thermostat." 

Avoid  teasing  or  sarcasm 

Patients  do  not  process  indirect  humor.  Everything  is  taken 
literally. 
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tion  in  the  presence  of  dementia  progresses 
through  three  stages.  The  first  stage  deficits 
are  primarily  in  the  content  area  of  lexical 
access  and  subtle  conversational  skills.  The 
second  stage  reveals  increased  difficulty  in 
content  areas  including  concept  formation, 
lexical  access  diminished  graphic  abilities, 
reliance  on  syntactic  abilities  and  reduced 
memory  function.  The  third  stage  of  dementia 
may  involve  all  of  the  above  to  a more  severe 
degree,  with  severe  memory  and  intellectual 
deficits. 

Assessment  batteries  have  been  developed 
to  evaluate  the  deficit  areas  frequently  associ- 
ated with  communication  in  dementia.  Clini- 
cal evaluation  and  standardized  assessment 
can  differentiate  the  language  profile  of 
dementia  from  other  neurological  disorders. 
Therapeutic  intervention  in  communication 
focuses  on  maintaining  the  patient’s  commu- 
nication and  providing  educational  informa- 
tion for  caregivers  for  more  effective  commu- 
nication strategies.  “1 
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ALZHEIMER’S  DISEASE  AND  CAREGIVER 
STRESS 

LORE  K.  WRIGHT,  PH.  D..  R.  N.  C.  S.* 


('archiving  implies  having  responsibility  for 
and  providing  the  majority  of  direct  eare  to  an 
ill  I'amily  member.'  Approximately  80  pereent 
ol  all  Al/lieimer's  disease  alTlieled  persons 
are  eared  lor  at  home  by  family  members,  and 
earegiving  responsibilities  ean  extend  over  18 
years.  However,  the  average  number  of  years 
in  a earegiver  role  is  six  to  eight  years.’  It  is 
generally  acknowledged  that  the  provision  of 
such  eare  is  time-eonsuming,  labor  intensive, 
and  stressful.'’^  In  this  article,  earegiver  stress 
will  he  defined,  the  changing  intensity  of  eare- 
giver stress  along  the  illness  eontinunm  will 
he  discussed,  and  eontributing  social  factors 
will  be  explored.  The  long-term  impact  of 
earegiver  stress  will  be  addressed  as  well  as 
current  efforts  to  reduce  caregivers'  stress. 

C ARE(;iVER  STRESS 

Concepts  of  stress,  strain,  or  burden  have  been 
used  to  describe  family  members'  experience 
as  they  provide  care  to  an  Alzheimer's  disease 
afflicted  person.' There  is  a continuing  debate 
over  how  stress  or  burden  should  be 
defined,’'’"’  but  there  is  agreement  that,  to  a 
great  extent,  burden  or  stress  results  from 
troublesome,  disruptive  behaviors  associated 
with  the  insidious  progression  of  Alzheimer's 
disease.  In  addition,  many  social  and  psycho- 
logical factors  contribute  to  caregivers'  stress. 
In  fact,  the  psychological  aspects  or  the  sub- 
jective interpretation  of  behaviors  displayed 
by  afflicted  persons  have  been  shown  to  be 
more  detrimental  to  caregivers  than  actual  or 
objective  illness  indicators.’ " 

More  recently  is  has  been  suggested  that 
earegiving  can  also  lead  to  positive  experi- 


*Adclress  correspondence  to  Dr.  Wright  at  the  Medical 
University  of  Soiitli  Carolina.  Institute  of  Psychiatry 
and  Behavioral  Sciences.  171  Ashley  Avenue, 
Charleston.  SC  29425-0742. 


eiiees  and  that  negative  and  positive  factors 
should  be  considered  simultaneously  when 
assessing  stress  or  burden.  Positive  factors 
may  result  from  the  caregiver's  sense  of  meet- 
ing moral  obligations  and  the  sense  of  recipro- 
cating love  and  earing  which  the  afflicted  per- 
son had  provided  in  the  past.'’  There  is  some 
evidence  to  support  of  this  line  of  thinking. 
Fitting  et  al.‘‘  found  an  improvement  in 
spousal  relationships  after  the  onset  of  illness 
in  29  pereent  of  husband  and  eight  pereent  of 
wife  caregivers.  Furthermore,  Kinney  and 
Stephens”  found  that  greater  earegiver  satis- 
faction correlated  with  less  burden.  However, 
high  levels  of  stress  ami  high  levels  of  satis- 
faction were  repoited  by  caregivers  who  eared 
for  severely  impaired  parents  and  performed  a 
majority  of  earegiving  tasks  in  conditions  of 
financial  constraints.'''’ 

ILLNESS  PHASES  AND  CAREGIVER 
STRESS 

Variations  in  progression  of  Alzheimer's  dis- 
ease are  well  documented;'’  however,  for  the 
purpose  of  this  discussion  the  terms  early, 
middle,  and  late  phases  will  be  used  to  delin- 
eate different  experiences  of  earegiver  stress. 

In  the  very  early  phases  of  the  illness,  a 
spouse  or  other  close  relative  will  notice 
changes  such  as  increasing  forgetfulness 
which  the  afflicted  person  tries  to  cover  up. 
When  important  anniversary  dates  or  other 
responsibilities  are  not  remembered,  a spouse 
may  interpret  such  forgetfulness  as  neglect, 
rejection,  relationship  problems,  or  inesponsi- 
bility.'’’  As  one  wife  described  her  husband's 
early  illness  indications:  “....I  resented  it.  all 
tbe  financial  mess...,  his  wrecking  the  car  and 
losing  his  job.  I thought  it  was  his  fault...".''' 
However,  the  afflicted  person  is,  at  least 
superficially,  able  to  maintain  appropriate 
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social  behaviors  at  this  time,  and  tlie  closest 
family  member  has  trouble  convincing  others, 
including  health  professionals,  that  “some- 
thing is  wrong." 

As  the  illness  progresses  to  the  middle  phas- 
es and  memory  and  functional  impairments 
become  obvious,  stress  or  burden  changes. 
One  family  member  now  clearly  assumes  a 
caregiver  role  which  Mace  and  Rabins'^’  so 
aptly  describe  as  leading  to  a “36  hour  day.” 
Initial  work  by  Zarit  et  al.'^  showed  that  mem- 
ory problems,  behavior  problems,  functional 
impairment,  and  duration  of  illness  were  not 
correlated  with  burden.  Fitting  et  al.”'  also 
found  that  for  all  earegivers  combined,  severi- 
ty of  illness  in  a demented  spouse  did  not  pre- 
dict burden.  However,  illness  severity  was  sig- 
nificantly related  to  burden  for  younger  wives 
and  older  husband  caregivers. 

In  contrast  to  these  earlier  findings,  the 
overwhelming  majority  of  dementia  caregiver 
studies  show  that  higher  levels  of 
impairment, increasing  number  of  care- 
giving tasks  and  hours.^-*  and  especially  dis- 
ruptive and  aggressive  behaviors  in  the 
elder’ are  significantly  related  to  higher 
levels  of  burden. 

Whether  demented  males  exhibit  behaviors 
which  are  particularly  stressful  to  female  care- 
givers has  also  been  investigated.  Wright’" 
found  that  among  early  to  middle  stage 
Alzheimer's  disease  afflicted  spouses.  37  per- 
cent male  but  only  three  percent  female 
spouses  showed  clinging/demanding  behav- 
iors. A few  male  afflicted  spouses  made 
excessive  sexual  demands  which  was  particu- 
larly stressful  to  the  respective  wife  caregiv- 
er.”’" Harper  and  Lund  reported  that  aggres- 
sive behaviors  are  more  severe  in  demented 
men,  and  such  behaviors  are  particularly  bur- 
densome to  wife  caregivers.  The  investigators 
also  found  that  daughters  were  more  burdened 
when  caring  for  a demented  father  than  for  a 
mother. 

In  [he  final  phase  of  Alzheimer’s  disease, 
afflicted  persons  are  less  capable  of  express- 
ing aggression  either  physically  or  verbally. 
Rather,  they  tend  to  be  mute  and  become 


totally  dependent  on  the  caregiver  for  all 
physical  needs,  including  bathing,  dressing, 
feeding,  and  toileting.  To  some  caregivers, 
this  illness  phase  is  less  stressful  than  the  mid- 
dle phase,  unless  by  this  time,  the  caregivers’ 
own  emotional  and  physical  health  has  suf- 
fered as  the  result  of  caregiving.’'  " 

CON TRIBUTINC;  SOCIAL  FACTORS 

Cantor”  observed  “the  closer  the  bond,  the 
greater  the  amount  of  the  strain."  The  majority 
of  studies  support  that  those  most  at  risk  for 
developing  high  levels  of  burden  are  spouse 
caregivers,  wives  more  so  than  husbands,  and 
daughters  more  so  than  sons."*”'”  However,  a 
few  studies  report  equal  levels  of  burden  for 
spouses  and  adult  children,”*  as  well  as  equal 
levels  of  subjective  stress  experienced  by 
daughters  and  sons  in  the  caregiving  role." 

Whether  marital  status  of  daughters  is  a con- 
tributing factor  is  not  clear.  Brody  et  al.” 
reported  the  unmarried  to  be  more  burdened, 
while  Miller"  found  married  daughters  to 
experience  greater  subjective  stress.  Married 
women  often  face  competing  demands 
between  employment,  caring  for  their  own 
family  often  with  young  or  teen-aged  chil- 
dren, and  their  dependent  aged  parents. 
Brody”  called  them  “the  women  in  the  mid- 
dle" and  concluded  that  only  superwomen  can 
deal  with  such  role  overload. 

The  most  detailed  study  on  kinship  varia- 
tions is  provided  by  Harper  and  Lund'"  who 
contrast  husbands,  wives,  and  daughters  sub- 
divided according  to  whether  the  demented 
care  recipient  is  at  home  (sharing  the  resi- 
dence), in  a nursing  home,  or  in  the  communi- 
ty (different  residence).  Daughters  who  lived 
with  the  elder  were  most  burdened,  followed 
by  wife  caregivers  with  the  husband  at  home 
or  in  a nursing  home.  The  lowest  level  of  bur- 
den was  reported  by  husbands  whose  wives 
were  in  a nursing  home.'" 

With  respect  to  income  some  definitive 
observations  have  been  made.  Wife  caregivers 
of  Alzheimer’s  disease  afflicted  spouses  have 
lower  incomes  than  husband  caregivers,  and 
the  wives  have  higher  levels  of  subjective  bur- 
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clcn."^  Iliglier  income  lessens  (he  burden  of 
earegi\  ing  daiighlers. ' In  another  study  using 
multivariate  analysis,  income  per  se  was  not  a 
signilicant  predictor  of  subjective  stress;  how- 
ever. care  alTordability  (dilTiculties  in  meeting 
the  costs  for  care)  was  a signiHeant  predietor 
of  burden  Tor  adult  child  caregivers.-’* 

Cultural  anti  ethnic  factors  may  also  play  a 
role  in  (he  amount  of  stress  experiencetl  or 
reported.-"’  A number  of  studies  show  that 
African  American  and  Hispanic  American 
family  caregivers  of  demented  elders  have 
lower  perceived  burden  than  White  care- 
givers.'"*' However,  when  economic  status  of 
caregivers  is  included  in  the  analysis,  burden 
is  "greater  among  higher  income  than  among 
lower  income  Black  caregivers,”  but  the 
opposite  pattern  is  observed  for  White  care- 
givers.'- Stated  differently,  wealthier  African 
Americans  and  poorer  Whiles  have  more  bur- 
den while  poor  African  Americans  and 
wealthy  Whites  have  less.  This  intriguing 
finding  has  been  attributed  to  "disappointed 
aspirations”  experienced  by  wealthier  Blacks 
who  had  began  to  save  and  had  dreams  of  a 
better  life;  but  because  of  caregiver  costs  they 
become  "nouveau  poor.”"  Similarly,  poorer 
Whites  who  probably  were  above  the  saving 
threshold  also  saw  their  dreams  erode  because 
of  caregiving  costs.  For  wealthy  Whites  on  the 
other  hand,  dreamed  of  purchases  are  not  like- 
ly to  be  affected,  and  for  poor  Blacks,  disap- 
pointed aspirations  are  not  likely  to  be 
attributed  to  caregiving. 

LONG-TERM  IMPACT  OF  CAREGIVER 
STRESS 

Given  that  caring  for  an  Alzheimer’s  disease 
afflicted  relative  usually  extends  over  many 
years,  the  negative  impact  of  chronic  stress  on 
the  caregivers'  health  is  a growing  concern.  In 
an  extensive  literature  review  of  health  conse- 
quences of  caregiver  stress,  Wright  et  al.' 
concluded  that  we  have  few  longitudinal  stud- 
ies to  draw  definitive  conclusions.  What 
emerges  from  the  extensive  body  of  caregiv- 
ing research,  however,  is  a scenario  of  chronic 
stress  leading  to  dysphoria  and,  in  vulnerable 


individuals,  to  depression.  "Depression  in 
caregivers  may  compromise  the  immune  sys- 
tem which  may  subsequently  lead  to  ad\erse 
physical  health  outcomes.”  The  ultimate  nega- 
tive consequence  of  caregiver  stress  may  be 
premature  death.  Preliminary  findings  show  a 
death  rale  twice  as  high  for  caregivers  than  for 
comparable  community  elders  over  a one-year 
period,  and  female  caregivers,  even  though 
younger  than  male  caregivers,  were  more  like- 
ly to  die.*'* 

REDUCING  CARE(;iVER  STRESS 

Community  awareness  of  caregivers'  stress 
and  their  need  for  formal  and  informal  support 
has  grown  over  the  past  10  years.  Local 
Alzheimer’s  associations,  various  public  agen- 
cies with  demonstration  grants,  churches,  and 
private  organizations  offer  services  including 
support  groups,  respite  care,  information,  and 
caregiver  education.  These  services  are 
referred  to  as  formal  support.  Informal  social 
support  by  contrast  consists  of  tangible  and 
intangible  assistance  provided  by  family 
members  and  friends. 

Research  evidence  of  measurable  positive 
effects  of  social  support  is  conflicting.  In  an 
early  study,  informal  support  was  the  only 
variable  which  significantly  correlated  with 
lower  burden,**  and  social  support  was  particu- 
larly effective  for  wife  caregivers  whose 
afllicted  spouses  had  episodes  of  aggressive 
behaviors.'"-" 

But  not  all  studies  show  that  social  support 
(back-up  help  or  relief  time)  can  reduce  care- 
giver stress. Furthermore,  women  more 
likely  than  men  tend  to  experience  adverse 
social  contacts  which  in  turn  are  related  to 
higher  levels  of  caregiver  stress.-' 

Group  intervention  programs  have  also  been 
rather  disappointing.  While  caregivers  voice 
satisfaction  with  the  meetings,  such  programs 
seem  to  have  limited  success  in  reducing  care- 
giver stress.  Toseland  and  RossiteF’  reviewed 
29  intervention  studies;  only  two  showed  a 
reduction  in  burden'’*'"  but  in  one  of  these.'"  a 
similar  reduction  was  also  experienced  by  the 
control  group.  A recent  meta-analysis  of  con- 
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trolled  studies  that  attempted  rediiee  earegiver 
distress  shows  that,  cumidatively,  individual 
psyehosoeial  interventions  and  respite  pro- 
grams are  moderately  elTectise  while  psy- 
chosocial interventions  with  groups  are  less 
sod" 

Probably  the  most  important  I'inding  regard- 
ing social  support  is  that  the  caregivers’  per- 
ception of  quality  and  adequacy  rather  than 
the  actual  amount  received  is  a significant  fac- 
tor in  reducing  stress.”  In  addition,  the  care- 
givers’ active  coping  strategies  and  problem 
solving  ability  can  help  to  reduce  caregiver 
stress.’” 

CONCLUSION 

Major  conclusions  regarding  caregiver  stress 
are  as  follows:  The  insidious  progression  of 
Alzheimer's  disease,  and  especially  disruptive 
behaviors  associated  with  the  middle  phases 
of  the  illness,  lead  to  chronic  stress  in  care- 
givers. The  subjective  interpretation  of  disrup- 
tive behaviors  more  so  than  actual  events 
determine  levels  of  stress.  Contributing  fac- 
tors are  co-residency  with  the  afflicted  and 
financial  strains.  Caregiver  wives  tend  to  be 
most  burdened,  followed  by  husband  care- 
givers, then  daughters,  then  sons.  The  chronic 
stress  e.xperienced  by  caregivers  may  lead  to 
depression,  an  impaired  immune  system,  sub- 
sequent ill  physical  health,  and  perhaps  even 
premature  death.  Thus,  even  though  the 
Alzheimer’s  disease  afflicted  person  is  the 
identified  patient,  attention  must  extend  to 
family  caregivers:  individualized  social  sup- 
poii  must  be  arranged,  effective  coping  strate- 
gies be  taught,  and  the  caregivers  health  must 
be  monitored.'^'  D 
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TOLL  FREE 
1-800-423-USAF 
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OCTOBER 


riday-Saturday  Sept  30-Oct  1, 1994 

lharleston,  SC,  The  Omni  Hotel 
^ar  on  Cancer  1994 

PONSOR:  Medical  University  of  South  Carolina 
►ESCRIPTION:  The  objective  of  the  conference  is 
to  update  physicians  on  the  latest  cancer  preven- 
tion, early  detection  and  treatment  issues. 
ROGRAM  FEE:  $250 
ACULTY:  In-state  and  national  faculty 
lONTACT:  Odessa  Ussery,  (803)  792-4071 
!ME  CREDITS:  8 A AFP  Prescribed  Hours 


aturday-Sunday  October  15-16, 1994 

eabrook  Island,  SC,  Seabrook  Island  Confer- 
ence Center 

I Primary  Care  Update  on  Diagnosis,  Manage 
ment  Treatment  and  Vascular  Diseases 
PONSOR:  Roper  Hospital 
:ONTACT:  Lisa  Eskridge,  (803)  724-2964 
'ME  CREDITS:  9.5  Hours,  AM  A Category  1 

Vednesday  October  19, 1994 

111  hospitals  and  health  care  institutions  receiving 
Health  Communications  Network  broadcasts. 
VhaPs  New  in  Chemotherapy  & Management  of 
CA  - A Videoconference 
iPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  A live  videoconference  originating 
from  the  Medical  University  of  SC  with  presenters 
from  the  College  of  Medicine  and  offering  an  oppor- 


tunity for  state  physicians  to  call  in  their  questions. 
TYPE  OF  AUDIENCE:  South  Carolina  physicians 
CONTACT:  Odessa  Ussery,  (803)  792-4071 
PROGRAM  FEE:  None 

FACULTY:  Dr.  Kapil  N.  Bhalla,  Associate  Professor 
of  Medicine;  Dr.  Arthur  E.  Frankel,  Associate  Pro- 
fessor of  Medicine 

CME  CREDITS:  1 Hour,  AMA  Category  1 


Thursday-Friday  October  20-21, 1994 

Augusta,  GA 

Advanced  Trauma  Life  Support 
SPONSOR:  School  of  Medicine,  Medical  College  of 
Georgia 

CONTACT:  Katrinka  Akeson,  800-221-6437,  or 
(706)721-3967 

CME  CREDIT:  17  Hours,  AMA  Category  1 


Thursday-Saturday  October  20-22, 1994 

Myrtle  Beach,  SC,  The  Kingston  Plantation 
Women's  Health  Issues 
SPONSOR:  The  National  Procedures  Institute 
CONTACT:  Linda  Hallmann,  (517)  631-4664 
CME  CREDITS:  15  A AFP  Prescribed  Hours 


Friday-Sunday  October  21-23, 1994 

Hiawassee,  GA 
Autumn  Primary  Care 

SPONSOR:  School  of  Medicine,  Medical  College  of 
Georgia 

CONTACT:  Katrinka  Akeson,  800-221-6437,  or 
(706)  721-3967 

CME  CREDH’:  12  Hours,  AMA  Category  1 


Saturday  October  22, 1994 

Charlotte,  NC,  Wyndham  Garden  Hotel 
Annual  Educational  Symposium  of  the  North  Car- 
olina and  South  Carolina  Medical  Directors  Asso- 
ciation 

DESCRIPTION:  The  program  will  feature  manage- 
ment of  peptic  ulcer  disease  in  the  long-term  care 
setting,  legal  liability  issues  for  physicians  practic- 
ing in  the  long-term  care  setting,  managing  demen- 
tia related  behavior  problems,  update  on  CPT  cod- 
ing, use  of  physical  restraints,  and  management  of 
tuberculosis. 

TYPE  OF  AUDIENCE:  Physicians  who  practice  in 
long-term  care  settings 
CONTACT:  Brad  Whitney,  (803)  457-3838; 
Margaret  A.  Noel,  M.  D.,  (704)  274-6182 


Friday  October  28, 1994 

Columbia,  SC,  Dana  C.  Mitchell  Auditorium  at 
Richland  Memorial  Hospital 
Founders  Day 

SPONSOR:  use  School  of  Medicine 
DESCRIPTION:  Honoring  Dr.  O'Neal  Humphries, 
Retired  Dean  for  USC  School  of  Medicine 
TYPE  OF  AUDIENCE:  Faculty,  alumni,  students, 
others 

CONTACT:  Dr.  Martyn  Hotvedt,  (804)  434-4206, 
ext.  4211 

PROGRAM  FEE:  $25  others 

CME  CREDITS:  3 Hours,  AM  A Category  1 


NOVEMBER 


Friday-Saturday  November  4-5, 1994 

Charlotte,  NC,  Sheraton  Imperial  Hotel, 

Research  Triangle  Park 

"A  New  Beginning...Old Problems,  New  Strategies" 
SPONSOR:  Minority  Affairs  Committee,  North  Car- 
olina Academy  of  Physician  Assistants 
DESCRIPTION:  The  symposium  will  examine  the 
clinical  and  social  aspects  of  chronic  illnesses  in 
the  minority  populations  and  the  uniqueness  there- 
of by  educating  health  care  professionals  about  the 
available  community  resources  which  support 


patients  in  their  treatment  plan. 

TYPE  OF  AUDIENCE:  Physician  assistants,  nurses, 
physicians,  social  workers,  allied  health  profes- 
sionals, and  the  generic  public 
CONTACT:  Sonya  Coble,  (919)  250-8547 
CME  CREDITS:  10  Hours,  AM  A Category  1; 

10  Hours,  Category  1 AAPA;  1.0  CEUs,  Wake 
Area  Health  Education  Center's  Office 


Thursday-Saturday  November  10-12, 1994 

Hilton  Head  Island,  SC,  Hyatt  Regency 
SC  AFP  46th  Annual  Scientific  Assembly 
SPONSOR:  SCAFP 

CONTACT:  Paquita  P.  Turner,  (803)  984-7237 
CME  CREDITS:  17.25  AAFP  Prescribed  Hours 


Wednesday  November  16, 1994 

All  hospitals  and  health  care  institutions  receiving 
Health  Communications  Network  broadcasts. 
WhaVs  New  in  Antibiotics 
SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  A live  videoconference  originating 
from  the  Medical  University  of  SC  with  presenters 
from  the  College  of  Medicine  and  offering  an  oppor- 
tunity for  state  physicians  to  call  in  their  questions. 
TYPE  OF  AUDIENCE:  South  Carolina  physicians 
CONTACT:  Odessa  Ussery,  (803)  792-4071 
PROGRAM  FEE:  None 

FACULTY:  Dr.  J.  Robert  Cantey,  Professor  of  Medi- 
cine, Dr.  Bruce  S.  Ribner,  Associate  Professor  of 
Medicine 

CME  CREDITS:  1 Hour,  AM  A Category  1 

Friday  November  18, 1994 

Charleston,  SC,  Sheraton  Inn 
Dying  in  America:Choices  at  the  End  of  Life 
SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  Four  of  the  leading  medical  ethicists 
in  the  country  will  address  the  topic  of  physician 
assisted  suicide  and  the  many  complex  and  troubling 
issues  it  raises.  They  will  help  the  audience  clarify 
their  own  feelings  and  try  to  give  insight  as  to  how 
one  can  reach  an  appropriate,  responsible  and  ethical- 
ly justifiable  decision. 

TYPE  OF  AUDIENCE:  Physicians,  nurses,  all 


members  of  the  healthcare  treatment  team,  clergy, 
counselors,  ethicists,  hospital  social  workers  and 
students 

CONTACT:  Odessa  Ussery,  (803)  792-4071 
PROGRAM  FEE:  $125  before  October  17; 

$160  after 

FACULTY:  Guest  faculty  and  MUSC  faculty 
CME  CREDITS:  6 Hours,  AM  A Category  1 


DECEMBER 


Thursday-Saturday  December  1-31, 1994 

Charleston,  SC,  Department  of  Family  Practice 
Naval  Hospital 

Family  Practice  Lecture  Series 
SPONSOR:  SCAFP 

CONTACT:  W.  Donaldson,  M.  D.,  (803)  743-7085 
CME  CREDITS:  8 A AFP  Prescribed  Hours, 

2 Elective 


Friday-Sunday  December  2-4, 1994 

Charleston,  SC,  Mills  House  Hotel 
Perspectives  in  Pain  Management 
SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  This  course  is  designed  for  anesthesi- 
ologists and  pain  management  physicians,  allied 
health  care  professionals,  and  referring  physicians 
from  the  specialties  of  family  practice,  neuro- 
surgery, orthopaedics  and  pediatrics,  who  deal 
with  acute  or  chronic  pain  management  issues. 
TYPE  OF  AUDIENCE:  Anesthesiologists,  pain 
management  physicians  and  other  physicians 
CONTACT:  Barbara  Baylor,  (803)  792-1607 
PROGRAM  FEE:  $335  Physicians/Ph.D.; 

$230  Resident 

FACULTY:  Guest  faculty  and  MUSC  faculty 
CME  CREDITS:  14  Hours,  AM  A Category  1 


Monday-Sunday  December  5-11, 1994 

Hilton  Head,  SC 

Psychology  of  Health  Immunity  and  Disease  Con- 
ference 

SPONSOR:  The  National  Institute  for  the  Clinical 
Application  of  Behavioral  Medicine 

DESCRIPTION:  This  conference  deals  directly  with 
a broad  array  of  topics  in  the  behavioral  medicine 
field.  Emphasis  wiU  be  upon  hands-on,  practicing 
oriented  techniques  for  mind/body  counseling  and 
behavioral  medicine. 

CONTACT:  Celeste  N.  Griffin,  (203)  456-1153 

FACULTY:  Stephanie  Simonton,  Larry  LeShan,  Can 
dice  Pert,  Leonard  Laskow,  and  Christiane 
Northrup. 

CME  CREDITS:  20-t-  CEU 


Wednesday  December  14, 1994 

All  hospitals  and  health  care  institutions  receiving 
Health  Communications  Network  broadcasts. 
Asthma 

SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  A live  videoconference  originating 
from  the  Medical  University  of  SC  with  presenters 
from  the  College  of  Medicine  and  offering  an  oppor- 
tunity for  state  physicians  to  call  in  their  questions. 
TYPE  OF  AUDIENCE:  South  Carolina  physicians 
CONTACT:  Odessa  Ussery,  (803)  792-4071 
PROGRAM  FEE:  None 

FACULTY:  Dr.  Stephen  A.  Sahn,  Professor  of  Medi- 
cine, Dr.  Marc  A.  Judson,  Assistant  Professor  of 
Medicine 

CME  CREDITS:  1 Hour,  AMA  Category  1 


CONTINUING  MEDICAL  EDUCATION  COMMITTEE 


CHAIRMAN — ^James  L.  Haynes,  M.  D.,  2 Richland  Medical  Park,  Suite  402,  Columbia  29203 
Stoney  A.  Abercrombie,  M.  D.,  150  Academy  Avenue,  Greenwood  29646 
Marion  C.  Anderson,  M.  D.,  MUSC,  Charleston  29425 
Charles  Michael  Collins,  M.  D.,  204  E.  Cheves  Street,  Florence  29506 
Sami  B.  Elhassani,  M.  D.,  751  N.  Church  Street,  Spartanburg  29303 
David  H.  Lamb,  M.  D.,  169-C  Medical  Circle,  W.  Columbia  29169 
William  Mills,  M.  D.,  1400  Hwy.  44,  Conway  29526 
Donald  W.  Morgan,  M.  D.,  Hall  Psychiatric  Institute,  Columbia  29202 
Terry  A.  Payton,  M.  D.,  332  Emory  Lane,  Columbia  29212 
Lucius  C.  Pressley,  Jr.,  M.  D.,  P.  O.  Box  202,  Columbia  29202 
Donald  Saunders,  M.  D.,  USC  School  of  Medicine,  Clinical  Education  Building, 

Suite  100,  Columbia  29208 

William  M.  Simpson,  Jr.,  M.  D.,  Department  of  Family  Medicine,  MUSC, 

171  Ashley  Ave.,  Charleston  29425 

Spence  Taylor,  M.  D.,  Department  of  Medical  Education,  Greenville  Hospital  System, 

701  Grove  Road,  Greenville  29605 
SPEAKER— Roger  Gaddy,  M.  D.,  P.  O.  Box  29,  Winnsboro  29488 


Why  Fee  Only? 


In  HKiay’s  ever  dial 
lenging  financial 
marketplace,  objec- 
tivity is  perhaps  the 
tarest  and  most  valu- 
able commodity. 
fee  only  financial 
plannet  believes  that 
a significant  conflict 
of  intetest  exists  if 
any  ad\  isor  stands  to 
personally  gain 
when  investment  and  other  planning 
recommendations  are  implemented, 
.■\s  a fee  only  financial  planner,  we 
are  comiiensated  solely  from  client 


fees,  and  in  order  to 
avoid  a conflict 
of  interest,  will  not 
accept  any  commis- 
sions or  referral  fees 
from  product  spon- 
sors, originators,  bro- 
kers or  other  distrib- 
utors of  financial 
products  or  semces, 
N’o  commissions.  No 
conllicts, 

W’e  provide  highly  personalized, 
unbiased  advisory  seadees  which  can 
enable  you  to  achieve  yout  goals  for 
greater  financial  security. 


Call  803-686-4909  today  lor  more  information  or  a free  brochure. 
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19  Pope  Avenue  Executive  Park  * Hilton  Head  Island,  SC  29928  * (803)  688-4909 


The  National  Institute  for  the  Clinical 
Application  of  Behavioral  Medicine  Presents 


The  6th  International 

Psychology  of  Health, 
Immunity  &,  Disease 
Conference 

December  5-11,  1994 
Hilton  Head,  South  Carolina 


Featured  Keynote 
Speakers 

• Candace  Pert 

• Jon  Kabat'Zinn 

• Stephanie  Simonton 

• Christiane  Northrup 

• Nathaniel  Branden 

• Joan  Borysenko 
and  Many  Others! 


• The  Largest  Practitioner^ 
Oriented  Conference  for 
Behavioral  Medicine. 

• Hands-On 
"Take  Home"  Training 
you  can  put  to  use 
IMMEDIATELY! 

• Great  Ocean  Front  Setting 

• NETWORKING! 

• CALL  TODAY! 


For  more  information,  contact: 

NICABM  • Box  523  • Mansfield  Confer,  CT  06250 

1-800-743-2226 


YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimblne-16a-car- 
boxyllc  acid  methyl  ester  The  alkaloid  is  found  in  Rubaceae  and  related  trees 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon » Is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  It  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general 
Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.''  ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.'' ^ 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. ' ^ i tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. ^ 

How  Supplied:  Oral  tablets  of  Yocon’  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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2.  Goodman,  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed  .,  p . 176-188. 

McMillan  December  Rev.  1/85. 

3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 

1983. 

4.  A.  Morales  et  al . , The  Journal  of  Urology  1 28: 

45-47,  1982. 
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AVAILABLE  AT  PHARMACIES  NATIONWIDE 


PALISADES 

PHARMACEUTICALS,  INC. 

64  North  Summit  Street 
Tenafly,  New  Jersey  07670 

(201)569-8502 

1-800-237-9083 


Why  ARE  so 

MANY 
PHYSICIANS 
BUYING  ON 


Dewees  Iseand,  SC? 


Located  only  a nine-minute  ferry  ride 

north  ot  the  Isle  ot  Palms  lies  one  of  the 
South’s  last  barrier  islands  available  for 
development. . .Dewees  Island,  SC. 

Dewees  Island  is  an  island  of  over  1,200 
acres,  yet  environmental  covenants  limit  the 
number  of  homes  to  only  150.  And  with  over 
30  percent  ot  the  available  lots  sold,  an  inter- 
esting statistic  arises. . .almost  50  percent  ot 
our  buyers  are  physicians. 

Here’s  why: 

“/  can  V iinagi)ic  a more  heaiitifiilly  preserved 
island  within  a stone’s  throw  of  Charleston. 


Den’ees  Island  has  the  vision  that  other  resorts 
will  wish  they  had.  ” Dr.  Henri  KeifTer- 
Asheville,  NC 

“He  loved  the  seclusion  and  privacy.  ” 

Dr.  Allen  Mitchell  - Signal  Mountain,  TN 

“He  like  the  philosophy  of  developnietit, 
ecoh\^ically  and  environmentally  and  plan  to 
retire  there.  ” Dr.  Joseph  (Bubber)  McAlhany  - 
Greenville,  SC 

Come  explore  this  private,  oceantront 
retreat... prices  start  at  $150,000,  with  2-acre 
oceanfront  lots  from  $315,000. 

Call  1-800-444-7352 
or  (803)  886-8783. 

Pat  Ross,  Rroker-ln-ChiU^c 
Dewees  hhmd  RedI  Estate.  Iiie. 

Obtain  the  property  report 
required  by  federal  law  and 
read  it  before  signing  anything. 

No  federal  agency  has  judged 
the  merits  or  v’alue.  it  any,  ot 
this  property. 


Oh  we  Cozier. 


ALOIS  ALZHEIMER,  1864-1915 

Alois  Alzheimer  was  born  in  Bavaria,  not 
far  from  Bamberg,  which  lent  its  name  to  our 
own  South  Carolina  city  and  county. 
Alzheimer  lived  during  the  glory  years  of  the 
Second  German  Reich,  in  a time  of  unprece- 
dented scientific  progress  which  preceded 
World  War  I.  From  1882  to  1887,  he  attended 
the  medical  schools  of  the  Universities  of 
Wurzburg,  Tubingen,  and  Berlin.  His  life’s 
work  began  at  Frankfurt-am-Main,  where  he 
met  the  anonymous  patient  whose  brain 
pathology  and  clinical  course  he  so  vividly 
described,  after  he  had  moved  on  to  Munich. 
Alzheimer’s  name  is  today  a household  word 
because  his  patron  Emil  Kraepelin  insisted 
that  the  newly  discovered  disease  of  the  cere- 
bral cortex  be  named  for  the  physician  rather 
than  for  the  patient. 


Alzheimer  exemplified  the  German  maxim: 
Technik  ist  alles!  He  often  worked  far  into  the 
night  in  his  Munich  laboratory,  teaching  neu- 
ropathology to  students  from  all  over  the 
world.  He  received  many  honors  during  his 
lifetime,  tragically  shortened  by  endocarditis, 
which  he  developed  in  the  same  year  he  was 
appointed  to  the  Chair  of  Psychiatry  at  the 
University  of  Breslau.  With  his  colleague 
Franz  Nissl,  also  a native  son  of  Bavaria. 
Alois  Alzheimer  should  be  remembered  as  a 
Founder  of  Neuropathology  second  only  to 
Rudolf  Virchow,  who  called  Pathology  “The 
German  Science  .” 

Charles  N.  Still,  M.  D. 

W.  J.  B.  Dorn  Veterans  Hospital 

Columbia,  SC  29201 


September  1994 
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SCMAA  HEALTH  PROMOTION 

In  1991,  the  AM  A reported  that  more  than  tour  million  women,  one  out  of' every  three,  would 
be  assaulted  by  a domestic  partner  in  any  given  year.  Yet  it  has  taken  the  murder  of  Nicole  Brown 
Simpson  to  give  national  resonance  to  those  numbers. 

This  year  the  South  Carolina  Medical  Association  Alliance  will  focus  on  the  epidemic  of 
domestic  violence  by  not  only  helping  victims,  but  also  by  initiating  efforts  to  develop  alternative 
responses  to  frustrations,  anger  and  low  self-esteem.  The  1993  “Free  to  be  Me”  program,  sticker 
distribution  to  children  and  adolescents,  emphasized  the  freedom  to  children  to  choose  to  be 
drug-free  and  encouraged  self-worth  and  self-respect.  The  stickers,  along  with  the  new  AMA 
Alliance  “I  Can  Choose”  conflict  resolution  workbook,  will  be  distributed  in  the  local  schools  to 
encourage  children  to  make  healthy  choices. 

There  are  many  other  programs  of  importance  that  will  be  emphasized  this  year.  This  is  the  first 
year  that  Medical  Alliance  Month  (March,  1995)  will  be  observed.  The  goal  is  to  promote  how 
each  Auxiliary/Alliance  responds  to  the  needs  found  in  its  community.  Statewide,  we  will 
sponsor  a “Walk  for  the  Child.”  Through  the  walk,  we  want  people  to  become  aware  of  the  plight 
of  our  children,  especially  the  ones  who  live  in  poverty,  the  abused,  and  the  neglected.  It  is  our 
continuing  emphasis  on  the  child  welfare  and  advocacy  program.  “I  Have  a Voice.” 

Governor  Carroll  Campbell  has  set  a goal  of  having  90  percent  of  South  Carolina's  children 
immunized  by  May,  1995.  To  support  this  goal,  we  would  like  each  Alliance/Auxiliary  to  initiate 
a program  in  its  community  to  educate  mothers  about  the  importance  of  immunizing  their 
children. 

Creating  smoke-free  schools  is  another  area  of  interest.  Cuirently.  only  29  school  districts  have 
smoke-free  policies  for  students,  faculty  and  staff.  Change  will  be  the  result  of  School  Board  by 
School  Board  initiatives. 

Other  programs  will  include  the  national  “Red  Ribbon  Campaign”  to  be  held  in  the  fall,  the 
“Grow  with  Books,”  a project  in  conjunction  with  the  S.  C.  State  Library,  and  our  most  visible 
health  promotion  program.  The  Health  Education  Van. 

As  physicians’  spouses,  one  of  our  most  important  roles  is  to  educate  the  public  on  health 
issues  and  to  promote  safe  and  healthy  lifestyles.  Our  success  will  be  measured  by  the  people 
whose  lives  we  touch. 


Mrs.  Earl  Curry  Alford  (MarKay) 
Chairman.  Health  Promotion 
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'Matters  of  Interest 
to  South  Carolina 
Physicians. 


Thornton  & Thorne  give  the  medical  community  something  to  think  about  this  month. 


URGENT  MESSAGE  TO  FEMALE 

PHYSICIANS 


ELIMINATION  OF  UNISEX  RATES 
WILL  INCREASE  YOUR  DISABILITY 
INSURANCE  PREMIUMS 

You  are  going  to  pay  sharply  increased 
premiums  for  disability  insurance  unless 
you  act  quickly.  Companies  are 
changing  from  unisex  rates  to  gender 
based  rates.  Gender  based  rates  mean 
higher  premiums  for  females. 

The  disability  insurance  marketplace  is 
dominated  by  only  a few  companies. 
Once  the  major  companies  introduce  a 
significant  change,  the  others  are  forced 
to  follow. 

Provident  Life  & Accident,  Northwestern 
Mutual,  Paul  Revere,  UNUM,  and 
Guardian  are  now  using  sex  distinct 
rates.  These  companies  are  market 
leaders  so  it’s  just  a matter  of  time  until 
all  major  companies  usc  sex  distinct 


rates.  Expect  all  companies  to  make 
the  change  by  the  end  of  1 994. 

How  significant  is  the  increase? 

While  it  varies  from  company  to 
company,  one  major  company  charges 
a 45  year  old  female  physician  $3,600 
per  year  compared  to  $2,600  for  her 
male  counterpart  for  a policy  with  a 
$5,000  monthly  benefit,  90  day 
elimination  period  and  age  65  benefit 
period. 

CAN  YOU  PROTECT  YOURSELF 
AGAINST  THIS  PRICE  INCREASE? 

Yes,  provided  you  act  quickly! 

Premiums  for  noncancelable  policies 
cannot  be  increased  prior  to  age  65. 
Therefore  if  you  buy  your  policy  before 
a company  implements  this  pricing 
change,  you  will  save  thousands  of 
dollars  over  the  life  of  the  policy. 


Males  and  females  currently  pay  the 
same  premium  for  Connecticut  Mutual 
disability  insurance  policies.  This  may 
change  soon  but  the  opportunity  exists 
today  to  lock  in  the  current  premiums. 

SCMA  members  also  receive  a 25% 
premium  discount  on  policies  issued  by 
Connecticut  Mutual.  This  provides  you 


the  very  best  value  in  the  disability 
insurance  marketplace  today. 

Return  the  response  form  today  to 
receive  information  on  how  you  can 
guarantee  your  savings. 

Views  expressed  herein  are  those  of  the  authors  and  in 
no  way  represent  SCMA. 


MAIL  RESPONSE  TO: 

Carolina  Physicians  Advisory  Service 
Post  Office  Box  688 
Columbia,  SC  29202-0688 

Name 

Specialty 

Address 

Ci!y  Zip 

Have  you  used  tobacco  in  the  past  1 2 months?  YES  NO 

DOB  SEX 

MONTHLY  BENEFIT  DESIRED  $ 

Carolina  Physicians 
Advisory  Service 


Billy  M.  Thornton 
John  T.  Thorne 


Serving  the  members  of  the  South  Carolina  Medical  Community. 
P.O.  Box  688  • Columbia,  SC  29202  • (803)  254-0002  • Fax  (803)  765-2403 


1 -800-742-3669 


SOUTH  CAROLINA  INSTITUTE 

FOR 

MEDICAL  EDUCATION  & RESEARCH 


SCIMER  gratefully  recognizes  the  following  physicians  and  other  health  care  professionals  for  their  charitable 
•ntributions  to  the  SCIMER  Section  170  Plan.  Through  participation  in  Section  170,  they  have  united  in  sharing  the 
stitute’s  goal  of  promoting  the  advancement  of  quahty  health  care  through  education  and  research. 


Martha  F.  Anderson,  M.  D. 

J.  Rutledge  Lawson,  M.  D. 

Vaughn  R.  Bamick,  M.  D. 

James  M.  Lindsey,  Jr.,  M.  D. 

Curtis  L.  Baysinger,  M.  D. 

Sarah  M.  Lindsey,  M.  D. 

Edward  W.  Catalano,  Jr.,  M.  D. 

Ruben  L.  Mayer,  M.  D. 

John  J.  Chomyn,  M.  D. 

Cecily  S.  McCoy 

Laura  D.  Demosthenes,  M.  D. 

James  A.  McFarland,  M.  D. 

Harold  I.  Friedman,  M.  D.,  Ph.  D.,  F.  A.  C.  S. 

Edward  E.  Moore,  M.  D. 

James  G.  Glasser,  M.  D. 

Fred  P.  Norman,  M.  D. 

J.  Chris  Hawk,  111,  M.  D. 

William  S.  Polen,  M.  D. 

W.  D.  Hiers,  M.  D. 

Majorie  S.  Prince,  C.  M.  A 

John  0.  Hutto,  M.  D. 

Carol  A.  Rahter,  M.  D. 

Stephen  A.  Imbeau,  M.  D.,  F.  A.  C.  P. 

Govind  N.  Rughani,  M.  D. 

Gregory  M.  Jones,  M.  D. 

Jean  K.  Saito,  M.  D. 

Raymond  S.  Kaplan,  M.  D. 

Leslie  D.  Stewart,  M.  D. 

Brian  M.  Kelleher,  M.  D. 

Leslie  M.  Stuck,  M.  D. 

Beverly  J.  Killough-Daniel,  M.  D. 

Susan  Van  Epps,  M.  D. 

Jane  T.  Kugaczewski,  M.  D. 


• check  immunisation  records 
• j^ive  every  needed  vaccine 

• educate  parents 
about  immunisation 

• schedule  the  next 
immunisation  appointment 

• For  more  information  about 
current  guidelines^  and  true 

eontraindications,  call 

1-800CDC-SHOT. 


Keep  immunizations  up  to  date 


Make  Every 
Visit  Count 


A Public  Service  of 
This  Publication 


U.S.  Department  of  Health  and  Human  Services 


A lab  in  your  office  is  a proven  benefit  to 
your  patients,  your  practice,  and  your  inde- 
pendence. But  what  about  the  time-consum- 
ing aggravations  of  government  regulations, 
supplier  relationships,  personnel  training  and 
management,  quality  control,  record  keeping, 
and  thousands  of  other  details?  Lab  Partners’ 
turnkey  solution  does  it  all  for  you  at  a lower 
cost  than  you  can  do  it  for  yourself!  We  are  a 
new  kind  of  service  organization  that  works 
for  the  physician  to  provide  on-site  diagnostic 
testing.  Call  Lab  Partners,  Inc.  collect,  (704) 
542-1488,  or  fax  (704)  542-2151,  to  see  one 
of  our  labs  in  action. 

INTERNIST  BC7BE:  to  join  rapidly  grow- 
ing six-man  Internal  Medicine  Group  in 
Rutherford  County.  Semi-rural  location  in 
foothills  of  Blue  Ridge  Mountains.  Salary 
first  year  with  opportunity  for  early  partner- 
ship. Excellent  benefits  package.  Contact: 
Thomas  J.  JaskI,  MD,  181  Daniel  Road,  For- 
est City,  NC  28043,  or  call  (704)  286-9036. 

ORANGEBURG  AND  CALHOUN  COUN 
TIES  have  practice  opportunities  for  graduat- 
ing residents/fellows  and  experienced  practi- 
tioners in  the  following  specialties:  Emer- 
gency Medicine,  Family  Practice,  Oncology, 
Orthopedic  Sports  Medicine,  Otolaryngology, 
Physical  Medicine  & Rehabilitation,  Surgery 
and  Urology.  Practice  incentives  and  reloca- 
tion assistance  are  available.  Contact  Dr. 
Chermol,  The  Regional  Medical  Center,  (800) 
866-6045. 


SOUTH  CAROLINA,  CLINTON  (COL- 
LECJF?  COMMUNITY):  Immediate  opening 
for  BE/BC  Family  Medicine  physicians  to 
Join  group  of  three.  No  OB.  Full  spectrum  of 
Famikly  Medicine,  including  industrial 
medicine.  Practice  located  in  college  commu- 
nity with  population  of  58,()()()  in  the  county, 
40  minutes  from  metro  area,  with  easy  access 
to  Blue  Ridge  Mountains  and  S.  C.  beaches! 
Two-year  income  guarantee  with  other  incen- 
tives tailored  to  specific  needs.  Excellent 
opportunity  to  play  a major  role  in  develop- 
ment of  medical  community.  Contact  Claudia 
King  collect  at  (803)  833-9132  or  write  c/o 
Physician  Senices,  PO  Drawer  976,  Clinton, 
SC  29325. 

VIDEO  FLEXIBLE  SIGMOIDOSCOPY 
FOR  SALE:  I have  two  Fujinon  office  video 
systems  including  (2)  large  Sony  Monitors, 
(2)  70  cm.  video  signoidoscopes,  (2)  Data 
Boards,  (2)  Video  Processors,  ( 1 ) Sony  hard- 
copy mavigraph,  and  all  accessories.  Original 
price  $60,000.  Offered  at  $25,000.  / can  also 
help  with  staff  education.  Call  (803)  723- 
8998. 

BEACH  RENTAL:  Oceanfront  3BR,  3BA 
condo  at  Wild  Dunes  Resort.  Beautiful  3rd 
floor,  non-smoking,  end  unit.  Summer 
$1200/wk.  Special  rates  for  spring,  fall  and 
monthly  rentals.  By  owner  (803)  239-0605. 


September  1994 
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THE  ARMY  RESERVE  OFFERS  UNIQUE  AND 
REWARDING  EXPERIENCES. 


As  a medical  officer  in  the  Army  Reserve  you  will  be  offered  a 
variety  of  challenges  and  rewards.  You  will  also  have  a unique 
array  of  advantages  that  will  add  a new  dimension  to  your 
civilian  career,  such  as: 

• special  training  programs 

• advanced  casualty  care 

• advanced  trauma  life  support 

• flight  medicine 

• continuing  medical  education  programs  and  conferences 

• physician  networking 

• attractive  retirement  benefits 

• change  of  pace 

It  could  be  to  your  advantage  to  find  out  how  well  the  Army 
Reserve  will  treat  you  for  a small  amount  of  your  time.  An  Army 
Reserve  Medical  Counselor  can  tell  you  more,  call  collect : 


CALL  COLLFXT 
803-741-1856  OR  803-741-1857 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE^ 
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The  Law  Offices  of  Harry  A.  Hancock 

offering  competent  and  professional  services  in  the  following  areas: 

BUSINESS  PLANNING 

Partnership  formation  and  Agreements,  Professional  Corporation  organizations, 
Business  purchases,  and  Capital  financing  representation 

TAXATION 

• Tax  planning.  Tax  Court  & Refund  Forum  litigation 
• TEFRA  Partnership  compliance.  Audit  representation 
• Individual,  Partnership,  S Corporation,  & Professional  Corporation  Returns 
• Revenue  Rulings,  Business  Purchase  strategies,  & Tax  shelter  consulting 

To  arrange  a consultation,  please  forward  inquiries  to: 

The  Law  Offices  of  Harry  A.  Hancock 
903  Calhoun  Street 
Colninbia,  South  Caroliiia  29201 
Telephone:  (803)  771-0018 
Fax  (803)  771-0091 

Harry  A.  Hancock,  LL.M.,  Case  Western  Reseiwe  University, 

Responsible  Attorney 


The  CSnot  onlv  rides  smoother** and  corners  better**  than  the  BMW  54()i.  but  it  can  beat  its  price 
bv  thousands  of  dollars.  All  of  which  conforms  nicely  with 
the  age-old  business  a.\iom;  Never  give  tbe  other  guy  a chance.  Your  Ij-xus  Dealer.  Pursuing  Perfection. 


LEXUS  OF  CHARLESTON  7519  Rivers  Are.  (803)  863-5400 


©m3  itiuK  A Dotunn  0/Tou.ta  \Li.n  Sales.  ( .S  A.,  he.  Lexus  tetmnds  xoulouear  seal  Mis  and  obex  all  speed  laus  •Manufacturers  SugfieMed  Ket.nl  Pnee  excludes  luxes.  l„ ease  and 

optional  eyuipment  Actual  dealer  pnie  mas  tars.  ••AMCI  certified  tests  of  ride  comfort  mer  bumps  and  rornermf!  perfnrmanre  iVi  Lexus  GS.  'VJ  HMU  .s4lhi 
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We  couldn’t  be  happier  with  CompuSystems’  Medical  Insurancj 
Processing  and  Billing  system. 


Stanmore  E.  Reed,  M.D.,  OB/GYN  Associates,  Columbia,  .'1 


Features  that  can’t  be  beat 

“When  we  first  began  automating  our 
practice,  we  hired  a consultant  to  help  us 
evaluate  different  computer  systems. 
After  all  the  results  were  in, 
CompuSystems'  Medical  Insurance 
Processing  and  Billing  System  won 
hands  down.  The  system's  features, 
combined  with  the  company's  support, 
made  an  unbeatable  package.  That  was 
in  1986,  and  we  couldn't  be  happier  with 
the  decision  we  made." 

Managing  business  office  complexity 

"We  have  four  physicians  rotating 
between  two  offices,  so  billing  and 
insurance  filing  in  our  practice  can  be 
pretty  demanding.  CompuSystems 
makes  it  all  manageable.  The  system 
gives  us  the  infomiation  we  need  on  our 
bills  and  receivables,  and  being  able  to 


file  claims  electronically  is  a big  benefit. 
And  frankly,  we  couldn't  function 
without  the  optional  Appointment 
Scheduler  module.  The  Scheduler 
makes  coordinating  multiple  doctors  and 
locations  much  easier  than  it  would  be 
manually  — you  can  schedule  an 
appointment  at  any  time  from  any 
workstation.  It's  a real  life-saver." 

Helpful  staff  with  the  support  you  need 

“Since  we  have  workstations  at  both 
sites,  all  tied  together,  support  is  a key 
factor  for  us.  Maintaining  a complex, 
cross-town  computer  network  isn't  easy. 
The  on-site  service  and  phone  support 
we've  gotten  have  been  excellent,  and 
the  staff  is  so  nice  and  helpful. 

“We've  just  been  extremely  satisfied 
with  CompuSystems." 


M CompuSystems  is  the  choice  ofmo^ 
South  Carolina  physicians  than  all 
other  vendors  combined. 

M Electronic  filing  directly  to  South 
Carolina  BC/BS,  Medicare,  and 
Medicaid  with  no  per-claim  chargi 

M Features  to  mciximize  return, 

improve  cashflow,  and  increase  ^ 
productivity.  ; 

M "One -call,"  total  system  support,  ' 
including  on-site  hardware  senice,  i 

M ! 

©MaipifflSystems  j \ 

INC.  |, 

Call  now  for  details:  800-800-6472^ 
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LARGEST  UNIVERSAL 
DEALER  IN  THE 
UNITED  STATES 


• HIGH  QUALITY 

• AFFORDABLE  PRICES 

• EFFICIENT  SERVICE 

• IMMEDIATE  DELIVERY 

• AMERICAN  MADE 

• GENERATORS 

300mA  at  125  kVp 
w/SCR  CONTACTORS 

lime 


YORK  X-RAY,  INC. 
HAMPTON  ROAD,  BOX  326 
LYMAN,  S.C.  29365 
803-879-2110 
TOLL  FREE  OUT  OF  S.C. 
1-800-334-6427 


$14,500.00 


OWN  YOUR  OWN  X-RAY  SUITE  FOR  AS  LITTLE  AS  $334.81  PER  MONTH 


Patients 

Per 

Day 

Film 

Per 

Patient 

Monthly 

Gross 

Revenue 

Monthly 

Lease 

Payments 

Monthly 

Net 

Revenue 

Yearly 

Net 

Revenue 

2 

2 

$ 3,900.00 

$334.81 

$ 2,415.20 

$ 28,982.34 

4 

2 

7,800.00 

5,385.20 

64,622.34 

6 

2 

11,700.00 

8,245.20 

98,942.34 

8 

2 

15,600.00 

" 

11,105.20 

133,262.34 

10 

2 

19,500.00 

13,920.20 

167,042.34 

'Based  on  Net  revenue  per  film. 


REVENUES,  PAYMENTS  & EXPENSES  BASED  ON  THE  FOLLOWING: 


EQUIPMENT  COST 

$14,500.00 

Dark  Room  Service 

$ 60.00  per  month 

Office  Space 

$ 50.00  per  month 

Monthly  Expense 

$ 110.00  per  month 

REVENUE 

$45  per  film  less  $12.00 

(cost  of  film,  chemistry  and  labor) 

Net  revenue  Per  Film  = $33.00 

ASSUMPTIONS 

5 days  per  week 
LEASING  PROGRAM 
10%  Purchase  Option  Lease 
5 Year  Term 

2 Payments  as  Security  Deposit 

Universal 


MADE  IN  THE  USA  FOR  OVER  60  YEARS. 


RAiOrV 


Brought  to  you  by 

the  recognized  experts  in  electronic  claims  filing 

Companion  Technologies 


• Electronically  files  claims  and  features 
NEIC  capability  for  COMMERCIAL 
CLAIMS 


• Electronically  posts  Medicare  remit- 
tances — no  more  tedious  manual 
posting! 


• Handles  your  accounts  receivable 
billing  and  secondary  insurance 


• Offers  advanced  features  for  medical 
records,  collections  and  lab  system 
interfaces 


• And  much  more! 


The  Medical 
Office 

Management 

System 


It’s  a difficult  balancing  act  — offering  your 
patients  expert  medical  care  and  efficiently 
managing  your  office.  Why  should  you  have  to 
wony  about  both?  Call  in  the  perfect  business 
partner  — Companion  Technologies. 

PAID  rV  Plus,  our  private  label  version  of  the 
popular  Medical  Manager'^  office  automation 
system,  is  the  only  system  you  need.  It: 

• Helps  manage  your  practice,  from 
scheduling  appointments  to  maintain- 
ing detailed  patient  notes 


computer  systems  nationwide.  As  an  IBM 
Business  Partner,  we  also  feature  the  reliable 
excellence  of  the  complete  PS/2'  family  of 
products.  Call  Companion  Technologies  today. 
Let  us  help  you  manage  your  office,  so  you  can 
help  your  patients. 


Companion  Technologies  has  electronically 
paved  the  way  for  improved  office  efficiency 
since  the  1960s  and  now  has  more  than  2,500 


Your  single  source  for  office  automation 


Call  our  Nationwide  Toll-free  Sales  Number:  1-800-382-PAID  (7243)  Locally,  dial  699-2625  Fax:  803-699-2384 

IBM®  and  PS/2®  are  registered  trademarks  of  International  Business  Machines  Corporation, 

The  Medical  Manager®  Is  a registered  trademark  of  Personalized  Programming,  Ino. 


Just  What  The 


Doctor  Ordered. 


Sometimes  it  seems  nobody  follows  doctor’s  orders. 
Patients  don’t  follow  their  regimens.  Appointments  last 
longer  than  expected.  Emergencies  arise  on  your  day  off 
We  believe  that  doctor’s  orders  should  be  followed. 
Professional  & Executive  Banking  at  NationsBank  is 
dedicated  to  meeting  your  banking  needs.  Tell  us  what 
you  want  to  achieve.  We’ll  do  everything  we  can  to  make 
it  happen. 

You’ll  work  with  one  of  our  experienced  bankers, 
who  will  meet  with  you  at  your  convenience  and 
personally  assist  you  with  your  finances.  This  banker 
will  help  you  select  the  loan  that’s  right  for  you  and 


aggressively  follow  it  through  to  completion. 

And  to  get  the  greatest  value  from  the  money  you 
eai’n,  your  banker  will  help  you  choose  among  a variety 
of  investment  accounts. 

Let  us  introduce  you  to  the  ease  and  convenience  of 
Professional  & Executive  Banking.  Call  Jim  Smith  collect 
at  (803)  343-7650.  We  think  you’ll  find  we’re  just  what 
the  doctor  ordered. 

NationsBank* 


NationsBank  Corporation  subsidiary  hanks  are  members  FDICi^  Equal  Housing  Lenders.  ©1993  NationsBank  Corporation. 


Dr.  Lonnie  Bristow,  President-elect  of  the  American  Medical  Association,  has  on  several  occa- 
sions emphasized  to  physician  audiences  that  “the  strength  of  the  wolf  is  in  the  pack,  and  the 
strength  of  the  pack  is  in  the  wolf.”  His  obvious  analogy  is  that  organized  medicine  is  the  pack  and 
the  individual  doctor  the  wolf.  The  message  is  that  alone,  individual  practitioners  have  little  power, 
but  as  a part  of  the  House  of  Medicine  have  significant  clout.  Conversely,  the  AMA  (or  the 
SCMA)  cannot  succeed  without  strong  individual  members.  Dr.  Bristow's  challenge  for  us  is  to 
stay  together  during  health  system  reform  so  that  the  profession  of  medicine  and  patients  will  be 
the  winners.  The  physician  cannot  prevail  without  the  AMA/SCMA  and  the  AMA/SCMA  cannot 
be  victorious  without  the  physician.  If  this  national  leader  in  medicine  is  correct,  and  I am  firmly 
convinced  he  is,  it  is  a classic  win-win  or  lose-lose  scenario  for  both  parties.  The  right  decision  for 
each  of  us  is  to  stay  together  on  major  issues  that  affect  our  chosen  field  despite  minor  differences 
between  individuals  and  specialties. 

Our  Palmetto  state  is  about  to  undergo  an  unprecedented  transformation  of  its  health  care  mar- 
ketplace similar  to  the  tumultuous  and  often  disruptive  events  that  have  already  affected  providers 
and  patients  elsewhere  (California,  Texas,  ete.).  Many  of  the  power,  control,  money  and  clinical 
autonomy  issues  will  begin  as  struggles  between  providers  and  large  health  care  eompanies,  but 
the  final  decisions  are  going  to  be  made  by  the  courts  and  the  South  Carolina  Senate  and  House  of 
Representatives.  You  can  be  certain  that  the  opposing  side  (insurance  companies,  health  care  eor- 
porations,  chambers  of  commerce,  etc.)  will  hang  together  in  these  conflicts.  In  fact  they  have 
already  begun  to  exhibit  this  behavior  in  their  strong  and  organized  opposition  to  the  AMA's 
Patient  Protection  Act  and  antitrust  proposals. 

I have  proposed  and  have  obtained  Board  of  Trustees  approval  to  establish  an  interspecialty 
council  which  will  have  members  from  each  medical  and  surgical  discipline  represented  in  the 
SCMA  House  of  Delegates.  As  of  this  writing,  15  specialty  societies  have  already  appointed  their 
representative.  Meetings  will  begin  biweekly  during  the  1995  legislative  session.  Pertinent  bills 
and  proposals  will  be  monitored  as  they  proceed  through  committee  actions  and  consensus  opinion 
involving  each  specialty  will  be  sought.  SCMA  legislative  staff  will  use  the  advice  of  this  council 
in  its  day-to-day  interactions  with  members  of  the  general  assembly  and  in  testimony  when  appro- 
priate. It  is  important  that  each  one  of  us  identify  our  specialty  representative  and  communicate 
our  individual  thoughts  regarding  specific  issues.  We  need  to  support  consensus  opinion  and  com- 
promise. It  is  critical  that  every  SCMA  member  physician  support  this  initiative  and  other  efforts 
toward  professional  unity  as  we  enter  the  troubled  waters  which  lie  ahead.  Finally,  do  not  be  a lone 
(and  weak)  wolf.  Stay  with  the  pack. 


O.  Marion  Burton,  M.  D. 
President 
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OTOLARYNGOLOGY  - HEAD  AND  NECK 
SURGERY  UPDATE:  INTRODUCTION 

GUEST  EDITORS:  M.  HOCHMAN,  M.  D.* 

DAVID  OSOUTHORPE,  M.  D.* 


Members  of  the  South  Carolina  Soeiely  of 
Otolaryngology-Head  and  Neek  Surgery  have 
assembled  the  third,  in  a five-year  eyele, 
update  for  their  primary  eare  eolleagues.  Nine 
of  the  artieles  address  eommon  questions  in 
physieian  referrals  to  our  speeialty.  Drs. 
Going  and  Ervin  of  Georgetown  and  Myrtle 
Beaeh,  respeetively,  present  an  interim  “best 
guess”  on  the  management  of  otitis  media,  a 
disease  which  affects  at  least  one-third  of  chil- 
dren. The  selection  and  duration  of  antibiotic 
therapy,  and  the  parameters  for  pressure 
equalization  tubes,  are  questions  most  of  us 
address  on  a weekly  basis.  Almost  as  common 
as  otitis  media,  sinusitis  affects  most  adults  at 
some  time.  A preponderance  of  these  infec- 
tions respond  to  pharmacotherapy,  and  a con- 
servative treatment  regimen  is  detailed  by 
Drs.  Parsons  and  Wilson  of  Rock  Hill. 
Inhalant  sensitivities  are  primary  contributors 
to  chronic  sinusitis,  and  Drs.  Fravel  and  Wat- 
son of  Columbia  and  Greenville,  respectively, 
detail  anti-allergy  pharmacotherapy  and  rea- 
sons for  immunotherapy.  Nasal  obstruction  is 
one  of  many  potential  causes  of  snoring  and 
sleep  apnea,  which  include  redundant  soft 
palate  and  pharyngeal  tissues,  base  of  tongue 
prominence,  mandibular  hypoplasia,  parapha- 
ryngeal fat  deposition,  central  neurologic  dis- 
orders and  the  like.  An  approach  to  the  evalu- 
ation and  management  for  snoring  is  present- 
ed by  Drs.  Smith  and  Phillips  of  Greenville. 
Whether  chronic  nasal  congestion  with  post- 
nasal drip,  acid  reflux,  vocal  abuse  or  a neuro- 
logic disorder,  voice  disorders  affect  many.  A 


*Department  of  Otolaryngology  and  Communicative 
Sciences,  Medical  University  of  South  Carolina,  171 
Ashley  Avenue,  Charleston,  SC  29425. 


straightforward  approach  to  the  diagnosis  and 
conservative  management  of  hoarseness  is 
presented  by  Drs.  Riester  and  Helstrom  of 
Anderson.  As  with  hoarseness,  cancer  is  likely 
both  a patient’s  and  their  physician’s  greatest 
concern  with  a lump  in  the  neck,  so  Drs.  Fen- 
wick and  Kitch  of  vSummerville  present  a pro- 
tocol for  evaluating  a neck  mass.  As  the  popu- 
lation ages  and  the  noise  exposure  in  our 
“modern”  lifestyle  takes  its  toll,  hearing  loss 
is  prevalent.  Auditory  evaluation  and  the  deci- 
sion parameters  salient  to  hearing  aid  selec- 
tion must  not  be  deferred  to  hearing  aid  deal- 
ers. Drs.  Waters,  Newburg  and  Poland  of 
Easley  detail  the  pros  and  cons  of  the  various 
styles  of  hearing  aids,  and  the  limitations  of 
aural  rehabilitation.  Prevalent  in  the  same  age 
group  are  balance  disorders,  globally  termed 
“dizziness”  by  most  patients.  Drs.  Isenhower 
and  Carter  of  Greenwood  present  the  differen- 
tial diagnosis  and  simple,  straightforward 
evaluation  which  will  spare  the  majority  of 
referral  for  more  expensive  tests  such  as  mag- 
netic resonance  imaging  and  electronystag- 
mography. Cosmetic  rehabilitation  of  the 
aging  face  is  a frequent  topic  in  the  lay  press, 
and  generates  many  questions  to  physicians 
regarding  what  is  feasible  and  realistic.  Drs. 
Funcik  and  White  of  the  Isle  of  Palms  and 
Columbia,  respectively,  detail  common  tech- 
niques for  facial  rejuvenation. 

Multi-disciplinary  approaches  to  difficult 
clinical  problems  pool  the  strengths  of  various 
specialties  and  are  usually  much  to  the 
patient’s  benefit.  Collaboration  in  the  manage- 
ment of  the  cleft  palate  patient  has  occurred 
for  at  least  two  decades,  where  the  high  pro- 
file surgical  repair  must  be  augmented  by 
attention  to  eustachian  tube  function  and  otitis 
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media,  by  fostering  speech  development  and 
by  the  correction  of  malocclusion,  as  outlined 
by  Drs.  Giles  and  Davis  of  Columbia  and  Flo- 
rence, respectively.  The  article  by  Drs. 
Hochman  and  Lang  of  Charleston  outlines  the 
treatment  options  for  skin  neoplasms,  the 
most  common  cancer  affecting  the  human 
population.  The  skills  of  dermatologist,  facial 
plastic  surgeon  and  radiation  therapist  may  be 
required  for  successful  management.  Even 
wider  inter-specialty  collaboration  is  required 
for  skull  base  tumors,  with  the  skills  of  a neu- 


rosurgeon, head  and  neck  cancer  surgeon, 
oculoplastic  surgeon,  neuroradiologist  and 
radiation  therapist  frequently  involved  in  this 
state-of-the-art  pursuit. 

The  South  Carolina  Society  of  Otolaryngol- 
ogy-Head and  Neck  Surgery,  the  authors  of 
the  papers  in  this  issue  of  The  Joiinuil  and  the 
guest  editors  wish  to  thank  Proctor  and  Gam- 
ble Pharmaceuticals,  Inc.,  for  the  generous 
donation  which  supported  the  increased  num- 
ber of  articles  in  this  issue.  □ 


Health 

Volunteers 

Overseas 


Health  Volunteei\i 
Overdea^i  Is  dedicated  to 
improving  the  availability 
and  quality  ot  hea  1th  care  in 
developing  countries  through  training  and  education. 
Volunteer  your  okillo!  Beeonie  a nteniher  of  Health  Volunteers  Overseas! 


For  more  information,  call  202-296>0928 
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MULTI-DISCIPLINARY  APPROACH 
TO  CRANIAL  BASE  TUMORS^ 


J.  DAVID  OSGUTHORPE,  M.  D.* ** 
SUNIL  PATEL,  M.  D. 

MARCELO  HOCHMAN,  M.  D. 
GENE  HOWARD,  M.  D. 

JOSEPH  JENRETTE,  M.  D. 

JAMES  COOKE,  M.  D. 

JOSEPH  HORTON,  M.  D. 

PETER  WEBER,  M.  D. 


INTRODUCTION 

Tumors  involving  the  skull  base  pose  substan- 
tial challenges  to  effective  therapy.  For  most 
of  this  century,  such  lesions  were  usually 
“debulked"  by  a neurosurgeon  or  otolaryngol- 
ogist. utilizing  intracranial  or  extracranial 
approaches,  respectively,  and  then  subjected 
to  palliative  iiradiation  and/or  chemotherapy. 
The  first  joint  neurosurgical  and  otolaryngo- 
logic team  approaches  to  cranial  base  tumors 
were  reported  in  the  1950s.  and  there  has 
since  been  a gradual  proliferation  of  multidis- 
ciplinary teams  in  Europe.  Japan  and  the  Unit- 
ed States,  though  still  less  than  15  in  the  latter. 
With  a team  approach  and  improvements  in 
technology,  cure  rates  for  cranial  base  neo- 
plasms. near  zero  in  the  first  half  of  this  centu- 
ry. now  exceed  50  percent  for  benign  tumors, 
and  as  high  as  80  percent  for  meningiomas 
and  angiofibromas,  with  more  modest  20-30 
percent  cure  rates  for  malignancies  of  the  tem- 
poral bone,  paranasal  sinuses  or  nasopharjmx 


*From  the  Departments  of  Otolaryngology  and 
Communicative  Sciences  (Drs.  Osguthorpe  and 
Hochman).  Neurosurgery  (Dr.  Patel),  Ophthalmology 
(Dr.  Howard).  Radiation  Oncology  (Dr.  Jenrette). 
Anesthesiology  (Dr.  Cooke),  and  Radiology  (Dr. 
Horton).  Medical  University  of  South  Carolina, 
Charleston. 

**Address  correspondence  to  Dr.  Osguthorpe  at  the 
Department  of  Otolaryngology  and  Communicative 
Sciences,  MUSC,  171  Ashley  .Avenue.  Charleston.  SC 
29425. 


which  have  penetrated  the  cranium.  Common 
components  for  the  cranial  base  team  include: 
(1)  a neurosurgeon  with  oncology  and  cranio- 
facial subspecialization.  (2)  a head  and  neck 
cancer  surgeon  with  interest  in  the  sinuses, 
orbits  and  ear.  (3)  a facial  plastic  and  recon- 
structive surgeon  with  free  flap  transfer  exper- 
tise. (4)  an  oculoplastic  surgeon.  (5)  a neuro- 
radiologist with  embolization  skills.  (6)  a radi- 
ation oncologist  with  radiosurgery  training, 
(7)  an  anesthesiologist  with  experience  in 
hypotensive  anesthesia  and  nerve/EEG  moni- 
toring. and  (8)  a support  team  of  prosthodon- 
tists. vocational  rehabilitation  nurses,  social 
workers,  speech  and  swallowing  therapists, 
audiologists  and  the  like. 

DISCUSSION 

The  neural  and  vascular  involvements  of  a 
cranial  base  tumor  commonly  determines 
resectability  and,  if  resection  is  possible,  most 
of  the  functional  sequelae  of  extirpation.  Eor 
these  reasons,  the  intracranial  portion  of  a 
“team”  resection  is  performed  first,  unless 
extracranial  control  of  the  internal  carotid 
artery  or  internal  jugular  vein  are  required.' 
Cutaneous  incisions  are  frequently  disguised, 
such  as  behind  the  hairline  for  an  extended 
frontal  (coronal)  approach  to  anterior  fossa, 
orbital  and  sinus  neoplasms.  To  minimize 
brain  injury  from  the  prolonged  retraction  in 
these  procedures,  the  craniotomies  are  placed 
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low  on  the  skull,  so  that  retraction  can  be 
divided  between  extracranial  and  intracranial 
structures.  For  instance,  most  sinus  or  orbital 
neoplasms  which  have  penetrated  the  anterior 
fossa  are  approached  through  a “subfrontal” 
craniotomy  which  includes  only  a few  cen- 
timeters of  the  lower  frontal  bone,  but  encom- 
passes the  bridge  of  the  nose  and  superior 
orbital  rims--^  (Figures  1 and  2).  Further  poste- 
rior inclusion  of  the  orbital  roofs  and  ethmoids 
provides  exposure  for  large  anterior  fossa 
meningiomas,  extensive  sella  and  sphenoid 
masses,  and  clival  tumors  reaching,  if  neces- 
sary, to  the  anterior  lip  of  the  foramen  mag- 
num’ (Figures  3 and  4).  For  malignant  tumors, 
despite  magnetic  resonance  images,  abutment 
versus  invasion  of  intracranial  structures  must 
sometimes  be  determined  intraoperatively, 
and  a case  can  be  aborted  if  intracranial 
inspection  reveals  the  brain/nerve  sacrifice 
necessary  for  a resection  would  cause  exces- 
sive morbidity.  For  example,  a unilateral  sphe- 
noid carcinoma  may  invade  the  ipsilateral 
cavernous  sinus  and  internal  carotid  artery, 
which  can  usually  be  extirpated  from  a techni- 
cal standpoint,  but  would  require  sacrifice  of 
cranial  nerves  2-6,  and  risk  stroke.’  The 
risks/benefits  of  an  extirpation,  and  the  realis- 
tic expectations  of  cure,  are  frankly  discussed 
preoperatively  with  the  patient  and  their  sig- 


Figure 1.  Schematic  representation  of  sagittal  view  of 
a “low  frontal”  osteotomy  exposure  of  the  nasal  vault, 
cribriform  plate,  sphenoid,  sella  and  clivus  (from  Ref- 
erence 2). 


nificant  others.’’ 

Utilizing  craniofacial  osteotomies  developed 
for  the  correction  of  congenital  midfacial 
deformities,  the  head  and  neck  surgeon  can 
approach  any  region  along  the  skull  base.’’’ 
The  sinuses  and  orbits  are  accessed  through  a 
lateral  rhinotomy  or  midfacial  degloving,  the 
nasopharynx  through  a parotidectomy  and  lat- 
eral mandibular  mobilization,  (Figure  5)  and 
middle  and  posterior  fossae  through  the  tem- 
poral bone.  For  the  neurosurgeon,  these,  when 
added  to  the  usual  craniotomies  and/or  tempo- 
ral bone  osteotomies,  provide  a shorter  work- 
ing distance  to  the  more  midline  skull  base 
tumors  such  as  petroclival  meningiomas,  ver- 
tebro-basilar  aneurysms,  large  acoustic  neuro- 
mas and  cavernous  sinus  lesions.  Aside  from 
unilateral  deafness  or  blindness  from  temporal 
bone  or  globe/optic  nerve  invasion,  most  of 
the  extracranial  accesses  involve  minimal  to 
modest  disruption,  as  the  cranial  and  facial 
bones  are  plated  back  into  position  and  nerve 
defects  grafted.®  Although  orbital  invasion  by 
sinus  or  intracranial  neoplasms  may  necessi- 
tate exenteration,  frozen  section  margin  con- 
trol and  microdissection  within  the  orbit  can 
allow  preservation  of  vision  in  selected  cases 
when  the  globe  and  optic  nerve  are  unin- 
volved.’ The  orbital  walls  are  reconstructed 
with  bone  grafts  and  absent  extraocular  mus- 


Figure  2.  Note  superior  orbital  rims,  base  of  nasal 
bones  and  lower  portion  of  frontal  bones  removed  en 
bloc  for  “low  frontal”  access  to  a sphenoid  and  clival 
menigioma. 
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Fimirt  3.  C'<niipii(c‘(l  axinl  tomct^rains  of  a larm*  clival 
and  cavernous  sinus  ineni^ionia,  with  dis|)laccnient  of 
hotli  carotid  arteries  and  optic  nerves.  Sa|)lien(»us 
nerve  bypass  jjraft  retpured  for  one  carotid. 


Fifjure  4.  Post-operative  computed  axial  tom((^ranls 
(tf  patient  in  Fifjure  3. 


cle  segments  bridged  witli  sutures  or  grafts. 

In  the  past,  patients  surviving  craniofacial 
ablations  were  left  with  substantial  deformi- 
ties and  functional  limitations.  The  recon- 
structive team  must  not  only  separate  the 
intracranial  contents  and  cerebrospinal  tluid 
from  the  extracranial  field,  hut  also  recon- 
struct bony  defects,  augment  soft  tissue  defi- 
ciencies and  otherwise  correct  form  and  func- 
tion. Local  scalp  and/or  temporalis  muscle 
flaps  have  been  traditional,  but  are  being  sup- 
planted by  free  tissue  transfers  with  microvas- 
cular  anastomoses. ■*  Thin  soft  tissue  defects 
may  be  resurfaced  with  a radial  forearm  flap, 
and  wider/thicker  defects  with  a rectus  muscle 
and  abdominal  skin  flap.  Though  rib  or  outer 
table  of  cranial  bone  grafts  suffice  for  most 
bony  defects,  vascularized  bone  transfer  from 
the  fibula,  scapula  or  iliac  crest  are  preferable 
when  both  bone  and  soft  tissue  augmentation 
are  needed  for  a particular  defect.  When  a 
prosthesis  is  necessary,  osteointegrated  metal 
posts  allow  stable  fixation  and  spare  the 
patient  daily  gluing,  and  the  embarrassment  of 
prosthesis  slippage  in  social  or  athletic  situa- 
tions. Eyelid  malpositions,  when  a facial 
nerve  or  oculomotor  nerve  are  sacrificed,  are 
corrected  with  gold  weights,  and  static  or 
dynamic  slings. 


Most  cranial  base  surgery  is  accomplished 
under  normotensive  anesthesia;  however, 
hypotension  is  preferred  when  the  surgeons 
work  in  a highly  vascular  field.  Intraoperative 
EEC  provides  feedback  regarding  cranial 
blood  flow  should  temporary  or  permanent 
carotid  occlusion  be  necessary,  and  indicates 
whether  a bypass  graft  is  required.  Brainstem 


Figure  5.  Schematic  representation  of  surgical  access 
to  lateral  cavernous  and  infratemporal  fossa  lesions. 
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auditory  evoked  potential  and  somatosensory 
evoked  recordings  are  utilized  when  the  tumor 
must  be  removed  from  the  brainstem  or  when 
cerebral  retraction  is  necessary.  The  integrity 
of  cranial  nerves  can  be  monitored,  with  one 
probe  placed  intracranially  proximal  to  the 
tumor,  and  the  other  probe  on  the  distal,  facial 
portion  of  a nerve  or  the  muscle  it  innervates 
(cranial  nerve  EMG’s).  Dissection  in  particu- 
larly vascular  tumor  areas,  such  as  the  cav- 
ernous sinus,  occasionally  requires  the  car- 
diopulmonary bypass  technique  developed  for 
aneurysm  repairs  whereby  the  patient  is 
infused  with  steroids  and  barbiturates,  cooled 
to  15-20°  centigrade,  and  cardiac  standstill 
induced.  This  allows  up  to  30  minutes  of 
essentially  bloodless  dissection. 

Preoperative  delineation  of  skull  base 
tumors  is  critical  to  determining  whether  a 
resection  is  technically  feasible,  which  struc- 
tures must  be  sacrificed  (and,  hence,  the  mor- 
bidity of  a resection)  and  the  degree  of  tumor 
vascularity.  Thin  slice  computed  tomography 
affords  bony  detailing,  critical  in  the  temporal 
bone,  clival,  parasellar  and  cavernous  regions. 
Magnetic  resonance  imaging,  enhanced  by 
surface  coils,  delineates  soft  tissue  tumor,  and 
multi-planar  reconstructions  provide  a 3-D 
image  with  which  to  plan  an  approach  for  best 
exposure  and  least  morbidity.  Magnetic  reso- 
nance angiography  may  sufficiently  detail 
vessels  feeding  a tumor,  but  arteriography  is 
preferred  when  tumor  embolization  or  carotid 
artery  sacrifice  are  anticipated  (Figure  6).  If 
temporary  or  permanent  occlusion  of  an  inter- 
nal carotid  flow  is  likely,  a preoperative  trial 
balloon  occlusion  of  that  artery,  with  the 
patient  awake  to  assess  the  neurologic  conse- 
quences, is  performed  preoperatively.  The 
findings  are  integrated  with  pre-  and  post- 
occlusion brain  scans  to  delineate  subtle  areas 
of  impaired  perfusion  and,  thus,  predict  stroke 
with  permanent  occlusion.  The  extracranial 
portion  of  vascular  tumors  are  commonly 
embolized  preoperatively  to  diminish  intraop- 
erative blood  loss,  and  in  recent  years 
improvements  in  techniques  and  catheters 
have  allowed  intracranial  embolization  in 


many  cases  as  well. 

Most  benign  tumors  and  many  low  grade 
malignancies  about  the  cranial  base  are  rela- 
tively radioresistant.  In  addition,  treating 
invaded  bone  without  causing  osteonecrosis, 
and  limiting  dose  delivery  to  vital  neurovascu- 
lar structures,  makes  irradiation  cure  infre- 
quent. The  recent  widespread  availability  of 
higher  energy  sources  has  improved  the  deliv- 
ery of  effective  doses  to  bone,  but  the  limited 
radiation  tolerance  of  central  nervous  system 
tissue  remains  a problem.  One  promising 
technique  is  radiosurgery,  which  is  stereotacti- 
cally-focused  irradiation  with  a high  dosage 
gradient  to  spare  adjacent  tissues,  but  field 
size  is  usually  limited  to  3-4  cm.  Long-term 
experience  is  still  being  accrued  in  Europe 
where  the  technique  was  introduced  over  a 
decade  ago,  and  we  have  a three-year  experi- 
ence in  South  Carolina.  Cures  are  infrequent 


Figure  6.  Computed  axial  tomograni.s  from  35-year- 
old-male  with  a nasopharyngeal  carcinoma  which 
had  failed  to  respond  to  irradiation  and 
chemotherapy.  Note  encroachment  by  tumor  of  one 
carotid  artery  (arrow  ). 
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for  benign  tumors,  but  long  periods  of  growth 
arrest  are  eonimon,  whereas  malignaneies 
have  a rapid  initial  response  yet  poor  long 
term  prognosis.  Intraoperative  irradiation,  still 
an  experimental  therapy,  entails  transferring 
the  patient  intraoperatively  to  a sterile  irradia- 
tion faeility  for  a single,  high  dose  treatment 
to  the  tumor  bed  before  wound  elosure. 

By  the  time  of  hospital  diseharge  after  a era- 
nial  base  proeedure,  patient  and  family  eon- 
eerns  regarding  operative  eomplieations  have 
faded,  and  restoration  of  appearanee  and  a 
return  to  aetivities  of  daily  living  beeome  pri- 
mary eoneerns.  Appropriate  eonsultation  with 
a vocational  rehabilitation  eounselor,  speech 
pathologist,  physical  therapist  and  prostho- 
dontist help  to  mold  the  cranial  base  team's 
goals  of  curing  the  patient  of  disease  and 
restoring  functional  and  social  aspects  of  their 
life. 

In  summary,  the  cranial  base  team  is  yet 
another  example  of  how  patients  benefit  from 
a combined  approach  to  complex  problems 
with  the  end  result,  by  summing  the  strengths 


of  multiple  medical  disciplines,  being  much 
better  than  any  individual  portion  thereof.  T 
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THE  MANAGEMENT  OF  NON-MELANOMA 
SKIN  CANCER  OF  THE  HEAD  AND  NECK^ 


PEARON  G.  LANG,  M.  D. 
MARCELO  HOCHMAN,  M.  D. 


EPIDEMIOLOGY 

Skin  cancer  is  the  most  common  malignancy 
occurring  in  man.  Basal  cell  carcinomas 
(BCC)  constitute  the  majority  of  non- 
melanoma skin  cancers  (NMSC)  but  20  per- 
cent are  squamous  cell  carcinomas  (SCC).'  In 
recent  years,  there  has  been  an  alarming 
increase  in  the  incidence  of  skin  cancer.’-’ 
The  American  Cancer  Society  predicts  that 
during  1994,  700,000  skin  cancers  will  be 
diagnosed  in  this  country.  Ninety  percent  of 
these  will  be  non-melanoma  in  nature.  The 
current  epidemic  of  skin  cancer  probably 
reflects  changes  in  dress  and  lifestyle  which 
allow  for  greater  sun  exposure.  However,  the 
depletion  of  the  ozone  layer,  which  filters  out 
carcinogenic  ultraviolet  rays,  will  almost  cer- 
tainly contribute  to  the  development  of  skin 
cancer  in  future  generations.'* 

PATHOGENESIS 

The  most  common  factor  involved  in  the 
pathogenesis  of  NMSC  is  ultraviolet  light 
(UVL).  The  UVL  rays  most  important  in 
cutaneous  carcinogenesis  are  in  the  range  of 
290-320  nm.’  However,  artificial  sources  of 
UVL,  including  tanning  beds''  and  PUVA 
therapy  for  psoriasis,’  may  contribute  to  the 
genesis  of  NMSC.  The  typical  patient  who 
develops  NMSC  has  a fair  complexion,  burns 
easily  and  tans  poorly.**  Often  they  have  a his- 
tory of  chronic  sun  exposure  either  as  a result 
of  occupational  exposure  or  recreational  pur- 
suits.’ Men  are  more  commonly  affected  than 
women.*'*  Chronic  sun  exposure  correlates 


*From  the  Department  of  Dermatology  and  Otolaryn- 
gology and  Communicative  Sciences,  Medical  Univer- 

sity of  South  Carolina,  171  Ashley  Avenue,  Charleston, 
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better  with  the  distribution  of  SCCs  than  it 
does  with  BCCs.  Approximately  one-third  of 
all  BCCs  occur  in  areas  of  relatively  minimal 
sun  exposure." 

Besides  UVL,  other  factors  may  contribute 
to  the  development  of  NMSC.  The  impor- 
tance of  genetics  is  typified  by  patients  with 
the  basal  cell  nevus  syndrome*’  and  xeroder- 
ma pigmentosum.*’ 

Trauma,  such  as  burns  and  cuts,  has  been 
associated  with  the  “acute”  onset  of  NMSC.*'* 
Non-melanoma  skin  cancer  may  arise  in  scars 
of  various  etiologies  including  those  associat- 
ed with  vaccinations,*’  burns,*'’  and  discoid 
lupus  erythematosus  (DUE).*’  Chronic  stasis 
ulcers  and  sinuses  associated  with 
osteomyelitis  also  may  give  rise  to  NMSC.*** 
SCCs  are  more  likely  to  arise  in  an  old  burn 
scar  or  chronic  sinus  tract  or  ulceration  than  a 
BCC.  These  SCCs  have  the  reputation  of  car- 
rying a poor  prognosis  with  a high  risk  for 
recurrence  and  metastases  (10-30  percent). 
However,  in  reviewing  the  literature  it  is  dif- 
ficult to  know  if  these  SCCs  are  intrinsically 
more  aggressive  or  if  their  reputation  is  more 
likely  due  to  a delay  in  diagnosis  and  treat- 
ment. Compared  to  whites,  a greater  propor- 
tion of  SCCs  in  blacks  arise  in  association 
with  pre-existing  conditions  such  as  scars, 
chronic  ulcers  and  sinuses,  and  DLE. 

Radiation  exposure,  either  through  occupa- 
tional exposure,  or  exposure  during  the  treat- 
ment of  benign  conditions  such  as  acne,  hir- 
sutism, and  tinea  capitis  may  lead  to  the 
development  of  NMSC  years  later.’*  SCCs 
arising  in  areas  of  prior  irradiation  are  said  to 
possess  a significant  propensity  for  metastasis 
( 10-30  percent).” 

Immunosuppression  due  to  lymphoprolifer- 
ative  diseases,  AIDS,  transplantation,  and  the 
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use  of  immunosuppressive  agents  lias  been 
assoeialed  witli  an  inereaseci  ineiclenec  of 
NMSC  espeeially  SCC.-'’*  In  sueh  patients, 
tlie  tumor  is  more  likely  to  behave  aggres- 
sively and  possesses  a signifieant  propensity 
to  metastasize.  In  transplant  patients  the  true 
propensity  for  developing  multiple  NMSCs 
may  not  be  realized  for  several  years  after 
transplantation,  fhe  frequeney  with  whieh  a 
transplant  patient  develops  eutaneous  earei- 
nomas  eorrelates  strongly  with  the  intensity 
of  their  sun  exposure. 

MODES  OF  SPREAD 

Non-melanoma  skin  eaneers  always  follow 
the  path  of  least  resistanee.  Thus  these 
tumors,  at  least  early  on,  are  more  likely  to 
spread  along  the  perichondrium,  periosteum, 
tarsal  plate  or  fascia  rather  than  invade  carti- 
lage, bone,  or  muscle.  This  is  especially  true 
of  BCCs.'*  This  type  of  spread  can  result  in 
an  “iceberg  phenomenon”  with  extensive  sub- 
clinical  spread  and,  in  part,  explains  the  high 
recurrence  rates  reported  for  NMSC  of  the 
nose,  ear,  scalp,  and  periocular  area.  On  the 
distal  nose,  the  tumor  can  spread  along  the 
perichondrium  of  the  articulating  cartilages 
until  it  comes  to  a soft  tissue  plane  where  it 
can  easily  penetrate  the  substance  of  the  nose. 
Embryonic  fusion  planes  (e.g.,  nasolabial 
fold,  retroauricLilar  sulcus,  preauricular  area, 
inner  canthus,  philtrum,  and  mid-lower  lip 
and  chin)  offer  little  resistance  to  the  spread 
of  tumor  and  allow  for  extensive  subelinical 
spread  of  tumor,  again  accounting  for  the 
high  recuiTence  rates  reported  after  treatment 
of  tumors  in  these  anatomical  locations.-* 

Sear  tissue  offers  resistance  to  tumor  pene- 
tration; thus  tumor  buried  beneath  scar  tissue 
is  more  likely  to  spread  laterally  or  penetrate 
deeply,  rather  than  try  to  reach  the  surface. 
Such  behavior  may  result  in  a delay  in  diag- 
nosing a recurrence  and  may  allow  for  sub- 
stantial subelinical  spread.  Thus,  the  patient 
may  be  shocked  at  the  size  of  the  surgical 
defect  after  the  removal  of  a recuiTent  tumor. 
Moreover,  this  behavior  accounts  for  the 
higher  recurrence  rates  associated  with  recur- 


rent tumors. 

When  using  flaps  to  reconstruct  defects 
resulting  from  the  removal  of  a eutaneous 
neoplasm  it  is  essential  that  the  wound  be 
tumor  free.  Tumors  buried  beneath  Haps  may 
not  surface  for  years  and  the  extensive  under- 
mining associated  with  the  generation  of  the 
flap  opens  up  tissue  planes  which  offer  little 
resistance  to  the  subelinical  spread  of  tumor. 

Non-melanoma  skin  cancer,  especially 
see,  may  spread  along  vessels  or  nerves, 
especially  the  latter. Perineural  spread  may 
be  very  limited,  or  extensive.  The  tumor  may 
travel  along  a major  nerve,  enter  a foramina 
and  spread  to  the  central  nervous  system.^" 
The  tumor  need  not  be  recurrent  or  large. 
Indeed,  once  the  clinically  obvious  tumor  is 
removed,  the  remaining  tumor  may  be  con- 
fined solely  to  the  perineurium. Although 
pain,  paresthesias,  and  paralysis  are  often 
suggested  as  clinical  clues  to  perineural 
involvement,  these  findings  occur  late  and  are 
an  ominous  sign.’®-"  Extensive  perineural 
spread  may  be  present  before  any  of  these 
signs  or  symptoms  develop.^'  Perineural 
involvement  often  will  not  be  detected  histo- 
logically if  a shave  excision  or  limited  biopsy 
is  performed.  Thus  if  perineural  involvement 
is  suspected  a deep  incisional  biopsy  is  rec- 
ommended. Patients  with  perineural  tumor 
spread  are  at  high  risk  for  recuiTence. 

Metastases  with  BCC  are  rare  occurring  in 
.0028  percent”  to  .1  percent  of  patients.”  The 
tumors  which  metastasize  have  usually  been 
present  for  many  years  and  treated  on  numer- 
ous occasions  without  success.  Although  any 
histological  variant  may  metastasize,  those 
with  a metatypical,  adenoidal  or  infiltrating 
growth  pattern  seem  to  do  so  more  frequently. 
The  role  of  prior  iiradiation  in  predisposing 
to  metastases  is  controversial.””  Why  certain 
BCCs  metastasize  is  not  clear,  however,  in 
some  patient  immune  impairment  may  be 
responsible.””  Metastases  most  commonly 
occur  via  the  lymphatics  to  the  regional  nodes 
or  via  the  bloodstream  to  the  long  bones  and 
lungs.”-” 

Squamous  cell  carcinoma  has  a much 
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greater  propensity  to  metastasize  than  does 
BCC.  Although  invasive  SCCs  < 1 cm  in 
diameter  may  metastasize,”*  most  are  > 2 cm 
in  size.”-”*  Since  size  often  correlates  with 
depth  of  invasion,  it  may  be  that  depth  of 
penetration  is  more  important  than  size. 

As  noted  earlier.  SCCs  arising  in  scars. 
chronic  ulcers  and  sinus  tracts,”*  and  areas  of 
prior  radiation^-  are  said  to  have  a significant 
incidence  of  metastases  as  well  as  mortality. 

Squamous  cell  carcinomas  which  are  recur- 
rent are  more  likely  to  metastasize.”-”*  This 
finding  stresses  the  importance  of  trying  to 
cure  the  patient  at  the  time  of  initial  treatment. 

SCCs,  arising  on  sun  protected  skin,  in  the 
absence  of  predisposing  causes  are  said  to 
exhibit  a significant  risk  for  metastases  ( 1 7 
percent).”  The  explanation  for  this  is  not 
clear. 

As  noted  earlier,  patients  with  impaired 
immunity  are  more  likely  to  develop  metas- 
tases.-'’-” 

Squamous  cell  carcinomas  arising  on  actini- 
cally damaged  skin  or  in  pre-existing  solar 
keratoses  usually  behave  in  a relatively 
benign  manner.”  Unfortunately,  many  clini- 
cians have  intei-preted  this  data  to  mean  that 
such  SCCs  do  not  need  to  be  treated  as 
aggressively  as  SCCs  of  the  skin  arising  in 
other  settings.  Squamous  cell  carcinomas 
arising  on  sun-damaged  skin  can  at  times  be 
very  aggressive  and  should  be  treated  with 
appropriate  respect.”-”-”  The  reported  inci- 
dence of  metastases  with  these  SCCs  varies 
from  .5  percent”  to  10  percent.” 

MANAGEMENT  OF  BCC  AND  SCC 
GENERAL  PRINCIPLES 

In  managing  patients  with  BCCs  and  SCCs 
the  physician  should  keep  four  goals  in  mind: 

( 1 ) total  removal  or  destruction  of  the  tumor; 

(2)  maximal  preservation  of  normal  tissue; 

(3)  preservation  of  function,  and  (4)  optimal 
cosmesis.  Obviously,  the  first  goal  is  most 
important  because  if  this  goal  is  not  achieved, 
ultimately  the  other  goals  will  not  be 
achieved.” 

Elderly  patients  should  not  be  denied  defini- 


tive therapy  based  on  age  considerations 
alone.  With  people  living  longer  and  enjoying 
better  health,  with  technological  and  surgical 
advancements,  and  with  better  pre-operative 
preparation  and  post-operative  support  sys- 
tems. these  patients  should  be  offered  the 
same  treatment  options  as  younger  individu- 
als. 

Prevention  is  as  important  as  treatment  in 
patients  predisposed  to  NMSC.  Such  patients 
should  use  a sunscreen  with  a sun  protective 
factor  > 15  on  a daily  basis  and  be  judicious 
in  exposing  themselves  to  the  sun.  Sun- 
screens have  both  in  animals  and  man  been 
shown  to  decrease  the  risk  of  developing  a 
skin  cancer. ‘*'*-”  The  frequency  of  follow-up 
visits  in  patients  with  NMSC  is  based  upon 
how  much  trouble  they  have  had  in  the  past 
and  how  great  the  risk  they  will  develop 
recuiTent  disease.  The  frequency  of  such  vis- 
its can  vary  from  every  three  months  to  once 
a year.  Although  some  actinic  keratoses  will 
spontaneously  regress  and  only  a few 
progress  to  SCC,'’"  since  it  is  impossible  to 
know  which  lesion  will  undergo  this  evolu- 
tion or  when,  most  physicians  choose  to  treat 
these  precanceroLis  lesions.'’' 

Topical  5-FU  and  masoprocol  have  been 
shown  to  be  effective  in  the  management  of 
solar  keratoses'’'^  and  it  has  been  implied  that 
topical  5-FU  may  decrease  the  frequency  of 
new  skin  cancers.”  The  role  of  topical  tretinoin 
in  the  management  of  actinic  keratoses  and  the 
prevention  of  skin  cancer  remains  to  be 
shown. Although  capable  of  reversing  photo- 
damage, the  effect  of  tretinoin  is  not  perma- 
nent and  requires  maintenance  therapy.'’^'’^  Top- 
ical tretinoin  is  less  effective  than  5-FU  in  the 
management  of  solar  keratoses. 

In  managing  surgical  defects,  if  a flap  is 
used  to  repair  the  defect  it  is  mandatory  that 
the  surgeon  be  sure  there  is  no  residual  tumor 
for  the  reasons  outlined  under  the  section  on 
“Modes  of  Spread.”  Burying  tumor  can  have 
disastrous  consequences. 

If  there  is  any  question  regarding  the  com- 
pleteness of  tumor  removal,  the  defect  should 
be  allowed  to  heal  by  second  intention  or 


October  1994 


457 


SKIN  CANCER 


covered  with  a split  thickness  graft  or  the 
patient  fitted  with  a prosthesis  (where  appro- 
priate). ddie  patient  can  then  be  followed  until 
it  appears  that  it  is  safe  to  carry  out  definitive 
reconstruction."  In  patients  at  high  risk  for 
recurrence,  we  prefer  to  follow  them  for  at 
least  a year  before  carrying  out  their  recon- 
struction. 

In  addition,  in  patients  with  extensive  sun 
damage,  the  donor  site  for  a flap  should  be 
closely  scrutinized  to  make  sure  another 
tumor  is  not  being  transferred  into  the  wound. 

Also,  if  at  the  time  of  the  repair,  additional 
tissue  is  excised  so  that  the  repair  encompass- 
es an  entire  cosmetic  unit,  this  additional  tis- 
sue should  be  sent  for  pathological  examina- 
tion, since  in  patients  with  severe  sun  damage, 
SLibclinical  tumor  may  be  present  only  a few 
millimeters  away  from  the  tumor  free  wound. 
If  this  is  not  done,  tumor  may  be  incorporated 
into  and  buried  by  the  repair,  potentially 
resulting  in  disastrous  consequences. 

Although  many  skin  cancers  can  be  managed 
in  a simple  manner  by  a single  physician,  there 
are  times  when  a multidi.scipl inary  approach  is 
required  to  rid  the  patient  of  their  neoplasm 
and  reconstruct  the  resulting  defect.  “ Such  an 
endeavor  may  involve  a number  of  specialists 
including  a Mohs  surgeon,  a head  and  neck 
surgeon,  a reeonstructive  surgeon,  an  onco- 
logic surgeon,  a neurosurgeon,  or  a radiation 
therapist.  Such  an  approach  ensures  the 
patient  the  greatest  chance  of  cure  and  at  the 
same  time  offers  the  optimal  cosmetic  and 
functional  outcome.  For  a number  of  years 
now,  at  the  Medical  University  of  South  Car- 
olina, we  have  used  such  an  interdisciplinary 
approach  to  manage  patients  with  difficult 
and  aggressive  skin  neoplasms.  Some  exam- 
ples of  this  interaction  between  the  Mohs  sur- 
geon and  other  specialists  will  be  presented 
later  in  this  article. 

BIOPSY 

Ideally,  a biopsy  should  always  be  done 
before  definitive  therapy  is  rendered.  Howev- 
er this  may  not  always  be  feasible.  If  defini- 
tive therapy  is  delivered  at  the  time  of  initial 


contact,  an  adequate  specimen  should  be  .sent 
for  pathological  examination  not  only  to  con- 
firm the  clinical  diagnosis  but  also  to  make 
sure  that  the  treatment  was  appropriate  and 
adequate.  This  is  especially  important  if  a 
blind  method  of  treatment  was  employed  e.g. 
curettage  and  electrodesiccation  (C&D).  A 
biopsy  is  mandatory  if  the  diagnosis  is  in 
question;  a major  surgical  procedure  is 
planned;  or  the  patient  is  being  referred  for 
radiation  therapy.  In  addition  to  confirming 
the  diagnosis,  multiple  biopsies  may  be  ben- 
eficial in  planning  surgery  or  radiation  thera- 
py if  the  extent  of  the  tumor  is  in  question. 

The  type  of  biopsy  performed  will  depend 
on  the  lesion,  the  type  of  information  desired 
and  the  anticipated  treatment  planned.  Curet- 
tement,  as  a biopsy  technique,  is  to  be  dis- 
couraged because  other  than  allowing  a diag- 
nosis to  be  made,  it  does  not  allow  one  to 
determinine  the  overall  histology  of  the 
lesion;  a variable  which  may  be  important  in 
determining  the  most  appropriate  treatment. 
Most  commonly  shave  biopsies  and  punch 
biopsies  are  used  to  evaluate  NMSC,  howev- 
er, if  one  wished  to  distinguish  between  a KA 
and  see  or  distinguish  pseudoepithelioma- 
tous  hyperplasia  from  a See  or  diagnose  per- 
ineural involvement,  an  incisional  or  exci- 
sional  biopsy  will  be  required.  If  one  antici- 
pates doing  e&D,  a deep  punch  biopsy  or 
incisional  biopsy  is  contraindicated  since  the 
resultant  wound  will  interfere  with  effective 
curettage.^'  Superfieial  shave  biopsies  are 
adequate  for  evaluating  exophytic  lesions; 
however.  Oat  lesions  require  a deep  shave 
excision  or  punch  biopsy  in  order  to  obtain  a 
correct  diagnosis. 

IMPORTANT  VARIABLES  IN  MANAG- 
ING NON  MELANOMA  SKIN  CANCER: 
AGE  AND  COSMESIS 

Although  age  and  cosmesis  may  be  indepen- 
dent faetors  in  deciding  on  the  best  manage- 
ment of  a NMSC,  the  two  often  go  hand  in 
hand.  As  noted  above,  age  alone  should  not 
be  used  as  a reason  for  delivering  inappropri- 
ate or  non-curative  treatment.  However,  there 
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are  older  patients  who  may  not  want  to  under- 
go an  extensive  surgical  procedure  and/or 
reconstruction  or  who  are  too  fragile  to 
undergo  surgery.  Such  patients  may  be  best 
managed  by  radiation  therapy. 

Aged  skin  is  more  forgiving  and  the  elderly 
often  are  less  concerned  about  the  cosmetic 
outcome  and  thus  are  more  accepting  of  the 
hypopigmented  scar  seen  with  cryosurgery 
and  C&D.  On  the  other  hand,  younger 
patients  often  demand  an  imperceptible  scar 
that  can  only  be  achieved  with  excision  and 
repair  of  the  defect.  All  patients  should  be 
offered  the  modality  with  greatest  closure  for 
cure  and  best  cosmetic  outcome  however. 

Number  of  Lesions 

In  some  instances,  the  number  of  lesions  pre- 
sent may  dictate  the  treatment  chosen;  all  other 
factors  being  equal.  For  example,  a patient 
with  20  superficial  multicentric  BCCs 
(SMBCC)  of  the  back  may  best  be  managed 
by  C&D  or  cryosurgeiy  rather  than  excision. 

Size  of  the  Lesion 

The  size  of  the  lesion  may  not  only  be  impor- 
tant in  terms  of  cure  but  also  in  terms  of  cos- 
metic outcome  and  the  complexity  of  the 
modality  used  to  treat  the  patient.  A SMBCC 
of  the  trunk,  if  excised,  might  require  graft- 
ing; however,  it  might  be  successfully  treated 
with  topical  5-FU  or  cryosurgery  with  as 
good  or  better  cosmetic  outcome. 

In  terms  of  cure,  2 cm  appears  to  be  the 
critical  size  at  which  the  cure  rate  for  invasive 
BCCs  and  SCCs^*-^''  declines  significantly  and 
for  SCCs  the  size  at  which  the  incidence  of 
metastases  increases  significantly.^’-^* 

In  general,  blind  techniques  such  as 
cryosurgery  and  C&D  should  only  be  used 
for  invasive  lesions  < 1 cm  in  diameter. 
Radiation  therapy  may  be  used  for  lesions  > 1 
cm  in  size,  but  a margin  of  clinically  normal 
skin  > 1 cm  should  be  included  in  the  field  of 
irradiation  because  of  the  unpredictable  sub- 
clinical  spread  of  these  larger  tumors.**  In 
general,  Mohs  micrographic  surgery  (MMS) 
or  excision  is  the  prefeired  method  of  treat- 


ment for  these  larger  lesions. 

Distinetness  of  Tumor  Borders 
Basal  cell  carcinomas  and  SCCs  with  ill- 
defined  borders  on  histological  examination 
often  exhibit  tumor  growth  characterized  by 
small  tumor  islands,  strands  of  tumor  infil- 
trating the  connective  tissue,  and  single  cell 
invasion  of  the  tissue.  The  stroma  may  be 
sclerotic.  This  growth  pattern  as  regards  BCC 
has  been  refeired  to  as  an  “aggressive  growth 
pattern”  since  it  is  these  tumors  which  often; 
(1)  recur  after  routine  treatment;””*  (2) 
involve  the  surgical  margins  after  routine  sur- 
gical excision;”  and  (3)  behave  in  a biologi- 
cally aggressive  fashion.””  Basal  cell  carci- 
nomas exhibiting  this  growth  pattern  clinical- 
ly often  are  flat  or  plaque-like  in  contrast  to 
the  typical  nodular  BCC  which  is  exophytic 
and  well-delineated  and  which  on  histological 
examination  demonstrates  large  tumor  islands 
with  broad  pushing  borders.  In  the  past  and 
still  today,  many  pathologists  refer  to  the 
“aggressive  growth  pattern”  BCC  as  a mor- 
pheaform  or  sclerosing  BCC.  Although  there 
is  a clinicopathological  entity  known  as  the 
morpheaform  BCC,  there  is  no  reason  to  sep- 
arate it  from  the  other  BCCs  demonstrating 
an  “aggressive  growth  pattern.” 

Because  of  unpredictable  subclinical  spread””’ 
and  because  blind  techniques  (e.g.,  C&D)  are 
often  inadequate  in  treating  “aggressive  growth 
pattern”  BCCs  and  infiltrating  SCCs,’*  such 
tumors  should  be  managed  by  surgical  exci- 
sion with  histological  control,  preferably  of  the 
Mohs  type.  Radiation  therapy  may  be  used  to 
manage  these  lesions  also  but  the  chance  of 
cure  is  less  and  as  regards  the  classical  mor- 
pheaform BCC,  the  cosmetic  outcome  may  be 
poor.”-*®  Pre  and  post-treatment  biopsies  may 
be  needed  to  help  plan  and  assess  the  effective- 
ness of  the  radiation  therapy.*"  Including  a 
margin  of  > 1 cm  in  the  treatment  field  is  gen- 
erally recommended  when  employing  radia- 
tion therapy.”*"  This  would  also  be  true  if  a 
routine  surgical  excision  was  employed. 

Histology 

The  prognostic  implications  of  histology  and 
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its  imporlance  in  planning  treatment  has 
alreatly  been  discussed  in  some  of  the  preced- 
ing sections;  however,  there  are  still  several 
areas  which  rec|Liire  discussion. 

Knowing  the  importance  of  histology  in 
planning  treatment,  it  is  no  longer  acceptable 
to  receive  a pathology  report  which  simply 
says  “basal  cell  carcinoma”  or  “st|uamous 
cell  carcinoma.”  It  is  mandatory  that  a full 
description  of  the  histology  of  the  tunu)r  be 
given  including  its  growth  pattern  character- 
istics, the  presence  of  sclerosis,  lymphatic 
invasion,  and  follicular  involvement,  the 
depth  of  invasion,  and  with  a SCC,  the  degree 
of  differentiation.  Moreover,  when  the  diag- 
nosis is  listed,  the  subtype  of  the  tumor 
should  be  given  e.g.  aggressive  growth  pat- 
tern BCC. 

Superficial  multicentric  BCCs  not  uncom- 
monly recur  after  routine  surgical  excision 
either  because  of  marginal  involvement,  doc- 
umented by  pathological  examination,  or 
falsely  “clear  margins”  beeause  of  the  inade- 
quacy of  routine  surgical  pathology  in  assess- 
ing the  adequacy  of  the  excision.’’  Superficial 
multicentric  BCCs  often  send  out  microscop- 
ic strands  of  tumor  which  may  not  be  detect- 
ed by  routine  surgical  processing.  For  this 
reason,  MMS,  with  its  ultimate  in  histological 
control,  is  the  treatment  of  choice  for  recur- 
rent SMBCCs. 

Follicular  involvement  may  be  seen  in  asso- 
ciation with  SMBCC  and  Bowen’s  disease 
(SCC  in  situ).  When  present  superficial 
means  of  destruction  such  as  topical  5-FU, 
C&D,  and  superficial  cryosurgery  will  not 
completely  eradicate  the  tumor.  In  such 
instances,  routine  surgical  excision  or  MMS 
should  be  used  to  manage  the  lesion. 

Metatypical  BCCs,  because  they  often 
recur,  behave  aggressively,  and  exhibit  exten- 
sive sLibclinical  spread,  and  because  they  may 
metastasize, should  not  be  managed  by 
blind  techniques  but  should  be  treated  by 
MMS  or  routine  surgical  excision. 

If  the  stroma  of  the  tumor  is  sclerotic,  curet- 
tage will  be  ineffective  in  eradicating  tumor 
nests  embedded  within  it.'’*'’’''  Curettage  will 


also  be  ineffective  if  the  tumor  has  penetrated 
deeply  into  the  dermis  or  subcutaneous  fat. 

BCCs  and  SCCs  showing  perineural  spread 
are  best  managed  by  MMS  because  of  the 
superior  histological  control  achievable  with 
this  technique. At  times,  this  may  require 
multidisciplinary  cooperation’"  and  adjunctive 
post-operative  radiation.  Blind  techniques 
such  as  ED&C  and  cryosurgery  are  unaccept- 
able in  the  management  of  such  tumors  and 
radiation  alone  is  unlikely  to  cure  such 
patients,  and  should  be  used  as  the  primary 
form  of  treatment  only  in  patients  who  are 
inoperable  or  poor  surgical  risks. 

Poorly  differentiated  SCCs  should  iK)t  be 
managed  by  ED&C  and  curettage  and  are 
best  managed  by  routine  surgical  excision  or 
MMS. 

Although  controversial,  many  radiation 
therapists  think  that  radiation  therapy  is  con- 
traindicated in  verrucous  carcinoma.  There 
have  been  a number  of  reports  in  which  the 
verrucous  carcinoma  initially  appeared  to 
respond  to  treatment  but  subsequently 
recurred,  grew  rapidly  and  metastasized. 
Rebiopsy  revealed  a marked  anaplastic  trans- 
formation. 

Anatoniical  Location 

As  noted  under  “Modes  of  Spread,”  certain 
anatomical  locations  are  associated  with  a 
significant  risk  of  tumor  recurrence. 

Such  tumors  should  not  be  managed  by  blind 
techniques  but  are  best  treated  by  routine  sur- 
gical excision  or  MMS,  preferably  the  latter. 
In  some  of  these  high  risk  areas  where 
cosmesis  is  a concern  (e.g.,  nasal  ala,  eyelid), 
there  have  been  those  who  have  proposed  that 
in  older  patients  radiation  therapy  be  used  in 
order  to  spare  healthy  tissue  and  avoid  the 
need  for  reconstructive  surgery.  In  some 
instances,  this  may  be  acceptable  if  the 
chances  of  cure  approach  those  of  surgery. 

On  the  distal  nose  and  scalp,  BCC  may  hide 
between  follicles  or  bud  off  them  thereby 
escaping  the  curette.  Also,  on  the  distal  nose 
the  dermal  collagen  is  very  compact  and 
tumor  may  be  so  embedded  in  it  that  the 
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curette  cannot  extirpate  the  tumor  nest.'”- 

In  order  to  be  effective,  one  must  have  a 
relatively  firm,  immobile  surface  on  which  to 
perform  curettage.  For  this  reason,  effective 
C&D  may  be  difficult  to  perform  in  areas 
such  as  the  eyelid,  lip,  and  penis.'"’ 

Cryosurgery  is  usually  not  used  to  treat 
scalp  lesions.  Because  the  scalp  is  so  vascular 
it  is  difficult  to  obtain  low  enough  tempera- 
tures to  destroy  tumor."”  Aggressive 
cryosurgery  on  the  legs  is  associated  with 
prolonged  healing,  a significant  risk  of  infec- 
tion, and  poor  cosmesis."” 

In  general,  the  trunk  and  extremities  toler- 
ate radiation  therapy  poorly  and  the  cosmetic 
outcome  is  usually  inferior  to  that  achievable 
with  cutaneous  malignancies  of  the  head  and 
neck.*" 

The  cosmetic  concerns  of  the  patient  as  it 
relates  to  the  location  of  the  tumor  may  also 
dictate  the  modality  of  treatment  selected. 

In  certain  anatomical  areas  (e.g.  nail  bed, 
eyelid)  it  is  mandatory  to  minimize  the  loss  of 
healthy  tissue  if  function  is  to  be  to  pre- 
served. In  such  circumstances,  MMS  is  the 
treatment  of  choice. 

P re-  ex  is  ting  Conditions 
If  the  tumor  arises  in  a pre-existing  lesion 
e.g.,  a burn  scar,  it  should  be  managed  either 
by  routine  surgical  excision  or  MMS. 

Prinuny  Versus  Reeurrent  Tumor 
As  noted  under  “Modes  of  Spread,”  a SCC 
which  is  recurrent  is  much  more  likely  to 
metastasize.””*  Thus  it  is  mandatory  to  rid  the 
patient  of  their  tumor.  MMS  is  the  treatment 
of  choice  in  such  circumstances.  The  only 
alternative  which  is  likely  to  be  curative  is 
routine  surgical  excision.  Numerous  studies 
have  demonstrated  the  difficulty  in  managing 
recurrent  BCCs  with  routine  treatment 
modalities  and  the  superiority  of  MMS."” 
These  tumors  are  often  ill-defined,  exhibit  an 
aggressive  growth  pattern;  are  embedded  in  a 
sclerotic  matrix  which  defies  the  curette, 
demonstrate  extensive  subclinical  spread;  and 
send  out  microscopic  strands  which  may 


escape  routine  pathological  examination. 

“Field-fire”  BCC.  in  which  multiple  tumors 
arise  in  a circumscribed  area,  over  a period  of 
time,  may  in  some  instances  represent  recur- 
rent BCC  whereas  in  other  cases  it  may  be  an 
example  of  a carcinogenic  field  effect. 
Whichever  the  case,  such  tumors  are  best 
managed  by  MMS.  The  resultant  wound 
shoidd  be  grafted  or  allowed  to  heal  by  sec- 
ond intention. 

The  Ineoinpletely  Exeised  Basal  Cell  Carei- 
noina 

There  have  been  several  studies  which  showed 
that  only  one-third  of  incompletely  excised 
BCCs  recur.'"*"’"  and  that  when  incompletely 
excised  BCCs  are  re-excised  only  50  percent 
of  the  specimens  contain  tumor."’"""  Ba.sed  on 
this  information,  some  clinicians  in  the  past 
have  elected  not  to  re-excise  incompletely 
removed  BCCs  but  to  simply  follow  the 
patient.  Fortunately  this  is  a less  common 
practice  today.  There  are  several  problems 
with  not  reexcising  an  incompletely  removed 
BCC  and  a logical  explanation  for  some  of  the 
observations  of  these  early  investigators. 

First  of  all,  it  is  likely  that  in  many 
instances,  despite  marginal  involvement,  the 
tumor  had  been  narrowly  but  completely 
removed.'"*"'  In  those  cases  where  reexcision 
did  not  reveal  any  residual  tumor,  it  is  likely 
that  only  a small  amount  of  tumor  was  pre- 
sent in  the  specimen  and  this  was  missed  by 
routine  pathological  examination."" 

Secondly,  in  contrast  to  the  above  studies, 
other  studies  have  demonstrated  a recurrence 
rate  as  high  as  86  percent  for  incompletely 
excised  BCCs."’"’' 

Thirdly,  one  cannot  rely  on  a patient  to 
detect  a recurrence  nor  can  one  assume  the 
patient  will  be  steadfast  in  returning  for  fol- 
low-up evaluation.  Thus,  by  the  time  the 
recurrence  is  discovered,  the  tumor  might  be 
ejuite  advanced.  Moreover,  if  the  surgical 
defect  was  repaired  with  a flap,  it  may  be 
years  before  the  tumor  surfaces,  and  by  then 
the  spread  beneath  the  surface  may  be  quite 
extensive  and  the  consequences  disastrous. 
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rn)r  all  of  the  above  reasons,  we  agree  with 
tliose  authors  who  suggest  that  all  ineom- 
pletely  exeised  BCCs  be  reexcised. 

rKKATMKNT  MODALITIES 

Citrelta^e  and  Electrodcsiccation  (C&D) 
Although  simple  in  concept  and  execution,  to 
be  effective  C&D  must  be  properly  applied 
and  performed."'’"'  In  performing  this  proce- 
dure, there  is  no  set  number  of  times  which 
the  curettage  and  electrodesiccation  must  be 
repeated.  Once  a healthy  base  is  achieved,  the 
procedure  may  be  terminated.  Unnecessary 
repetition  will  result  in  a poorer  cosmetic  out- 
come.'"* A 2 to  5 mm  margin  of  clinically 
normal  skin  should  be  included  in  the  area 
treated  to  destroy  subclinical  tumor  exten- 
sions.'’’When  completing  the  procedure,  a 
small  curette  should  be  employed  to  remove 
any  remaining  small  nests  of  tumor  cells."'’"'' 
Curettage  and  electrodesiccation  offers  the 
advantages  of  being  easy  to  learn  and  per- 
form; it  is  quick  and  suitable  for  the  patient 
with  multiple  lesions.  However,  it  has  the  dis- 
advantages of  leaving  a wound  which 
requires  four  to  six  weeks  to  heal,  often 
leaves  a hypopigmented  scar,  and,  especially 
in  young  adults  may  leave  a hypertrophic 
scar.  Fortunately,  however,  hypertrophic  scars 
will  soften  and  flatten  with  time  and  are 
responsive  to  intralesional  steroids.  Thus,  the 
cosmetic  result  improves  with  time."’  On  the 
nasal  tip,  a depressed  scar  may  result  from 
C&D.  Curettage  and  electrodesiccation  per- 
formed near  mucocutaneous  junctures  (e.g., 
eyelid,  lip,  nasal  alar  rim)  may  result  in  a cos- 
metic deformity  (e.g.,  notching  of  the  nasal 
ala,  ectropion).  When  applied  inappropriately, 
C&D  may  result  in  buried  tumor  which  at  the 
time  of  definitive  surgery  may  exhibit  exten- 
sive subclinical  spread.'’" 

Curettage  and  electrodesiccation  is  best 
suited  for  small  (<  1 cm),  well-delineated, 
superficially  invasive  (upper  dermis),  exo- 
phytic lesions,  which  are  not  located  in  areas 
at  high  risk  for  recurrence  (see  preceding  dis- 
cussion). Histologically,  BCCs  so  treated 
should  show  large,  well-demarcated  tumor 


islands  with  broad  pushing  borders.  Squa- 
mous cell  carcinomas  managed  by  C&D 
should  be  well-differentiated.'*"' As 
noted  earlier,  C&D  is  ineffective  for  tumors 
which  ( I ) involve  the  follicles,  (2)  extend 
deep  into  the  dermis  or  subcutaneous  fat,  (3) 
are  enmeshed  in  a scletic  stroma,  (4)  are 
recurrent,  (5}  demonstrate  perineural  or  lym- 
phatic involvement,  (6)  are  in  an  area  which 
cannot  be  properly  immobilized,  (7)  exhibit 
infiltration  of  the  dermis  by  single  cells 
and/or  tumor  strands,  and  (8)  are  poorly  dif- 
ferentiated (SCC). 

Superficial  multicentric  BCCs  and  in  situ 
SCCs,  without  follicular  involvement,  which 
are  > 1 cm  in  diameter  are  amenable  to  C&D. 

In  properly  selected  patients  one  can  antici- 
pate five-year  cure  rates  in  excess  of  90  per- 
cent. The  recurrence  rate  for  head  and  neck 
lesions  has  been  reported  to  be  higher  than  that 
for  tumors  of  the  trunk  and  extremities.’""’ 
This  is  most  likely  due  to  two  factors:  ( 1 ) the 
high  risk  areas  of  the  head  and  neck  (e.g., 
embryonic  fusion  plates,'"’  and  (2)  a greater 
preponderance  of  superficially  invasive  lesions 
on  the  trunk  and  extremities.'’'’ 

Curettage,  used  alone,  decreases  the  risk  of 
hypertrophic  scairing  but  not  hypopigmenta- 
tion,  and  yields  a lower  cure  rate.'’’  '”* 

Cryositrgeiy 

Although  at  first  glance  cryosurgery  would 
appear  to  be  simple  and  easy,  it  too  requires 
the  proper  skills  and  equipment  to  be  effec- 
tively executed.  To  manage  BCCs  and  SCCs, 
one  needs  either  a cryoprobe  or  liquid  nitro- 
gen spray  unit  and  must  have  equipment  to 
monitor  tissue  temperature. Discs  and  cot- 
ton tipped  swabs  cannot  be  used  to  treat  even 
the  most  superficial  of  cancers.  In  general,  a 
double  freeze-thaw  cycle  with  a tissue  tem- 
perature of  -50°C  is  required  to  ensure  the 
destruction  of  most  tumors.’"  However,  for 
tumors  at  high  risk  for  recurrence,  a triple 
freeze-thaw  cycle  may  be  necessary.  For 
SMBCCs  and  SCC  in  situ  (without  follicular 
involvement),  a single  freeze-thaw  cycle  is 
usually  curative.'"’-'’"  '"  For  treating  most 
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tumors,  it  is  important  to  monitor  tissue  tem- 
perature; however,  for  SMBCCs  and  SCC  in 
situ  (without  follicular  involvement)  and  for 
tumors  overlying  cartilage  and  bone,  this  is 
usually  not  necessary. In  the  latter 
instance,  one  can  freeze  until  the  tumor 
becomes  fixed  to  the  bone  or  cartilage  is 
frozen  through  to  the  opposite  side.'“  As  with 
all  modalities,  a margin  of  clinically  normal 
skin  (usually  5 mm)  is  included  in  the  treated 
area  to  destroy  subclinical  extensions  of  the 
tumor.'"''  To  manage  larger  or  more  difficult 
lesions,  cryosurgery  may  be  combined  with 
debulking'”'^"  or  curettage'-’--"*-^  (which  also 
helps  delineate  the  extent  of  the  tumor). 
Large  lesions  sometimes  require  treatment  in 
segments,  with  treatment  extending  over  sev- 
eral weeks. Lesions  at  high  risk  for  recur- 
rence may  require  pre-treatment  and  post- 
treatment biopsies  to  properly  treat  the  patient 
and  ensure  the  adequacy  of  treatment. 

In  recent  years,  cryosurgery  has  been  advo- 
cated in  the  management  of  small  (<  1 cm.) 
nodular  BCCs  of  the  eyelids,  since  it  spares 
normal  tissue  (especially  the  tarsal  plate  and 
lacrimal  ducts)  and  obviates  the  need  for 
reconstruction. Cure  rates  as  high  as  97 
percent  have  been  reported;  however,  for 
tumors  > 1 cm  in  size  or  which  are  recurrent, 
the  cure  rate  drops  precipitously,  and  recon- 
struction may  be  required. Cryosurgery  is 
not  suitable  for  deeply  invasive  lesions  or 
lesions  of  the  fornix.'’^ 

Cure  rates  for  primary  BCCs  and  SCCs  < 2 
cm  in  size  have  been  reported  to  be  as  high  as 
98  percent,  but  in  some  of  these  studies,  fol- 
low-up was  of  short  duration  and  few  details 
were  given. It  is  obvious,  how- 
ever, that  in  order  to  achieve  these  high  cure 
rates,  careful  patient  selection  and  proper 
execution  of  the  procedure  are  mandatory. 
Superficial  multicentric  BCCs  and  in  situ 
SCCs  (without  follicular  involvement)  > 2 
cm.  in  size  have  been  effectively  managed  by 
cryosurgery. 

Cryosurgery  may  also  be  used  for  pallia- 
tion. 

The  cosmetic  outcome  of  cryosurgery  in 


general  is  similar  to  that  of  C&D,  i.e..  a 
hypopigmented  scar.'”*  However,  as  with 
C&D,  hypertrophic  scars  may  occur  on  the 
chest  and  back  and  depressed  scars  may 
occur  on  the  nose  and  cheek."”'”*  The  major 
disadvantage  of  cryosurgery  compared  to 
C&D  is  that  effective  cryosurgery  requires 
more  skill  and  experience  and  cryosurgery  is 
associated  with  more  morbidity  (swelling, 
blistering,  weeping  and  oozing).'*** 

Other  complications  include:  ( 1 ) neuralgia 
and  neuropathy  (usually  reversible)  when 
lesions  overlying  superficial  nerves  are  treated 
(e.g.,  fingers).'*’*  (2)  notching  of  the  nasal  alar 
rim.  eyelid,  vermilion  of  the  lip.  or 
ear."”''*4'*‘*'*’*  (3)  pyogenic  granulomas,'*'*  (4) 
infection,'***  (5)  transient  hypeipigmentation'*** 
(6)  migraine-like  headaches  when  the  scalp,'*** 
forehead  or  temples  are  treated.  (7)  fever,'*** 
(8)  permanent  loss  of  the  eyelashes. '*4'**  (9) 
ectropion, '*4'**  (10)  damage  to  the  lacrimal 
ducts'*4'**  and  (11)  buried  tumor.  The  prob- 
lems associated  with  treating  lesions  of  the 
lower  legs  have  already  been  discussed  previ- 
ously. 

The  indications  and  contraindications  for 
cryosurgery  are  similar  to  those  for  C&D,  i.e., 
it  is  best  suited  for  small  primary  nodular 
BCCs  and  well-differentiated  SCCs  which  are 
superficially  invasive  and  not  located  in  areas 
at  high  risk  for  recurrence.  However,  there 
are  some  cryosurgeons,  with  skill  and  experi- 
ence, who  feel  some  high  risk  lesions  unsuit- 
able for  C&D  can  be  effectively  managed  by 
this  modality. '“*  '*^  '**  '*4'**  '***  Cryosurgery  is 
contraindicated  in  patients  with  cold  intoler- 
ance, blood  dyscrasias,  dysglobulinemias, 
autoimmune  disease,  pyoderma  gangreno- 
sum, or  who  are  on  immunosuppressives  or 
renal  dialysis,  or  if  the  tumor  is  fixed  to  carti- 
lage or  bone.'*** 

Radiation  Therapy 

Radiation  therapy  is  used  much  less  today 
than  in  years  gone  by  for  the  management  of 
NMSC.  There  are  a number  of  reasons  for 
this.  One  reason  is  that  dermatologists  are  no 
longer  trained  in  administering  radiation  ther- 
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apy.  Another  reason  is  tlie  overall  better 
health  of  older  individuals  whieh  allows  them 
to  undergo  major  surgery.  Moreover,  there 
have  been  great  advaneements  in  surgieal 
teehnic|ues  whieh  allow  the  removal  of  skin 
tumors  and  reconslruet ion  of  the  defeet. 
I'inally,  advaneements  in  anesthesia  and  sup- 
portive eare  have  allowed  older  and  more 
frail  patients  to  undergo  surgery  sueeessfully. 

To  be  effeetive,  the  radiation  therapist  must 
be  knowledgeable  in  the  prineiples  of  radia- 
tion therapy  for  NMSC  and  must  be  thor- 
oughly aequainled  with  the  elinieal  and 
pathologieal  aspeets  of  the  tumor  being  treat- 
ed. In  some  lesions,  speeial  maehines,  teeh- 
niques  and  molds  may  be  required.  All 
lesions  to  be  treated  should  be  biopsied.  Not 
only  will  this  eonfirm  the  elinieal  impression 
but  also  tells  the  therapist  about  the  histology 
of  the  lesion  and  its  depth  of  penetration.  A 
biopsy  may  also  permit  the  detection  of  other 
important  features  such  as  perineural  involve- 
ment and  multiple  biopsies  can  be  used  to 
map  out  the  lesion.*"  The  treatment  implica- 
tions of  some  of  these  findings  has  been  dis- 
cussed in  preceding  sections  of  this  paper. 

The  major  advantage  of  radiation  therapy  is 
that  it  spares  normal  tissue.  Thus  radiation 
therapy  is  often  advocated  for  managing 
tumors  of  the  nose,  ear,  and  periocular  area 
because  it  obviates  the  need  for  reconstruc- 
tive surgery  and  spares  the  lacrimal  appara- 
80.1. w.  140,141  Radiation  therapy  also  can  be 
used  in  elderly  patients  or  debilitated  patients 
too  frail  to  undergo  surgery  or  in  patients  who 
refuse  surgery.*"  It  can  also  be  used  to  palliate 
inoperative  tumors.'"'-  Radiation  therapy  also 
may  be  used  post-operatively  as  an  adjunct  if 
the  patient  is  considered  at  high  risk  for 
recurrent  disease  or  occult  nodal  metastases 
are  suspected. 

In  general,  radiation  therapy  should  only  be 
used  in  older  individuals  because  of  the  slight 
risk  of  inducing  another  cancer  and  because 
with  the  passage  of  time,  the  risk  of  radiation 
necrosis  increases  and  the  cosmetic  result 
deteriorates. After  nine  to  12 
years,  only  50  percent  of  patients  treated  with 


orthovoltage  radiation  have  a good  cosmetic 
outcome.  'I'he  treatment  site  often  is  atrophic, 
hyiK'ipigmented  and  hypopigmented,  and 
covered  with  telangieetasias. 

b'ractionation  provides  for  a better  cosmetic 
outcome  and  also  decreases  the  risk  of  radia- 
tion necrosis,  especially  when  treating  over 
bone  or  cartilage. 

Currently,  radiation  therapists  use  photons, 
electrons  and  orthovoltage  x-rays  to  manage 
most  NMSCs.  High  energy  electron  beam  is 
especially  useful  for  lesions  overlying  bone 
or  cartilage  because  the  radiation  can  be 
delivered  in  a more  homogenous  manner  and 
the  dose  falls  off  rapidly  so  there  is  less  risk 
of  damaging  underlying  structures.  Electron 
beam  may  also  yield  better  cosmesis, 
although  mild  scarring  and  patchy  pigmen- 
tary alteration  may  occur. 

Tumors  > 5 cm  in  size,*"'’'"'  those  involving 
bone,"'**"  and  those  arising  in  scars  or  areas  of 
prior  irradiation  are  best  managed  surgically,*" 
because  the  risk  of  recurrence  is  high  as  is  the 
risk  of  complications. 

If  the  margins  of  excision  are  involved  with 
tumor,  it  is  preferable  to  re-excise  the  lesion, 
if  possible,  rather  than  referring  the  patient 
for  radiation  therapy.  In  a situation  such  as 
this,  one  may  be  dealing  with  a tumor  with 
significant  subclinieal  spread  and  it  may  be 
difficult  for  the  radiation  therapist  to  effec- 
tively treat  the  lesion. 

The  philosophy  that  a tumor  can  be  irradiat- 
ed and  if  this  fails  it  can  always  be  cured  sur- 
gically is  to  be  discouraged.'^'  Following  radi- 
ation therapy,  tumor  can  be  buried  and  spread 
extensively  subclinieally  before  being  detect- 
ed.Moreover,  a previously  irradiated  area  is 
predisposed  to  problems  with  wound  healing. 

As  might  be  anticipated,  cure  rates  for 
BCCs  and  SCCs  will  vary  according  to  the 
size,  location,  and  histology  of  the  lesion  and 
whether  or  not  it  is  recurrent.  Cure  rates  for 
primary  BCCs  and  SCCs  whieh  are  < 2 cm. 
in  size,  don’t  exhibit  an  aggressive  growth 
pattern,  and  are  not  in  high  risk  locations, 
have  been  reported  to  be  in  excess  of  90  per- 
cent. Tumors  which  are  at  significant 
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risk  for  recurrence  are  best  managed  by 
surgery. 

As  noted  previously,  the  cosmetic  outcome 
of  radiation  therapy  on  the  trunk  and  extremi- 
ties is  often  poor  and  care  needs  to  be  taken 
when  treating  lesions  of  the  dorsa  of  the 
hands  and  feet  to  avoid  damage  to  deeper 
structures. Scalp  lesions  are  generally  not 
treated  by  irradiation  because  of  the  perma- 
nent alopecia  which  occurs.''” 

Following  irradiation,  erythema,  oozing, 
crusting,  itching,  burning  and  paresthesias  are 
not  uncommon.  The  area  may  ulcerate.  Heal- 
ing may  require  weeks  to  months.""  Although 
some  tumors  melt  away  rapidly,  others  may 
require  six  to  12  months  to  disappear. A 
tumor  persisting  beyond  this  time  should  be 
rebiopsied.""  If  massive  and  persistent  necro- 
sis occurs,  one  should  suspect  that  more 
tumor  was  present  than  was  clinically  evident 
and  that  tumor  might  still  be  present.  Under 
these  circumstances,  the  patient  should  be  re- 
biopsied. 

Complications  of  radiation  therapy,  other 
than  those  already  mentioned,  include:  ( 1 ) 
scarring;  (2)  notching  of  the  eyelids,  lips,  and 
alar  rims;  (3)  scarring  of  the  lacrimal  duct 
with  resultant  epiphora;  (4)  radiation  necrosis 
(one  to  five  percent  incidence);  (5)  keratitis; 
(6)  cataracts;  (7)  alopecia;  (8)  perforation  of 
the  eye;  (9)  mucositis;  (10)  comedones;  and 
(11)  chronic  radiation  dermatitis. 

Although  offering  a number  of  advantages, 
one  of  the  greatest  disadvantages  of  radiation 
therapy,  when  treating  a cancer  that  could 
have  been  handled  equally  as  well  in  the 
office  by  another  method,  is  the  cost  and 
necessity  for  multiple  visits.  Thus,  patient 
selection  is  extremely  important  when 
employing  this  modality. 

Excision 

Surgical  excision  may  be  used  to  manage  the 
smallest  and  simplest  of  tumors  or  the  largest 
and  most  difficult  ones.  When  MMS  is  not 
readily  available,  it  is  the  treatment  of  choice 
for  lesions  at  high  risk  for  recurrence.  Exci- 
sion offers  the  advantages  of  histologic  con- 


trol, rapid  healing,  and  optimal  cosmetic  and 
functional  results.  However,  compared  to  pro- 
cedures such  as  C&I),  it  is  more  time  con- 
suming, less  suitable  for  multiple  lesions,  sac- 
rifices normal  tissue,  requires  more  training 
and  skill,  and  may  necessitate  reconstructive 
surgery. 

Because  the  surgical  specimen  removed  by 
simple  excision  is  not  sectioned  in  its  entirety, 
excisional  surgery  offers  inferior  histologic 
control  when  compared  to  MMS  which 
includes  complete  pathological  examination 
of  the  entire  peripheral  and  deep  margins  of 
the  specimen) s).  Mohs  micrographic  surgery 
is  also  more  tissue  sparing  because  rather 
than  taking  arbitrary  margins  of  normal  adja- 
cent skin,  the  tumor  is  systematically  mapped 
and  traced  out.'''"  Because  the  histologic  con- 
trol with  surgical  excision  is  inferior  to  that  of 
MMS,  one  observes  a cure  rate  which  is  infe- 
rior when  dealing  with  high  risk  lesions 
(recurrent  lesions.  BCCs  with  an  aggressive 
histology,  SMBCCs.  in  situ  SCCs,  and 
lesions  in  high  risk  areas).""'''-’'*''''''"  '"''  ''*" 

Excisional  surgery  often  can  be  carried  out 
in  the  office  or  in  an  outpatient  setting,  how- 
ever, the  removal  of  larger  and  more  difficult 
tumors  may  require  general  anesthesia. 

The  recommended  margins  for  excision  of  a 
BCC  or  see  have  varied  from  author  to 
author  and  sometimes  have  been  based  more 
on  subjective  impressions  rather  than  objec- 
tive findings.  Perhaps  the  most  systematic 
and  objective  investigation  of  this  question 
was  carried  out  by  Zitelli  and  co-workers. 

Eor  sharply  demarcated  non-morpheaform 
BCCs  < 2 cm  in  diameter.  4 mm  margins  of 
clinically  normal  skin  were  adequate  to 
achieve  clear  margins  in  98  percent  of 
lesions.  For  lesions  > 2 cm  in  size,  the  sub- 
clinical  spread  was  so  variable  that  rigid  rec- 
ommendations could  not  be  made.'"'  For  well- 
differentiated  SCCs  < 2 cm  in  size  and  not 
located  on  the  scalp,  ears,  lips,  eyelids  or 
nose  and  not  invading  the  subcutaneous  fat.  4 
mm  margins  were  adequate.'"’  However, 
tumors  >2  cm  in  size,  which  were  in  one  of 
the  high  risk  areas  mentioned  above,  or  which 
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atetl,  required  6 mm  margins.'’^  For  most 
small  primary  tumors  (liCC  and  SCC)  of  the 
skill,  invasion  of  the  fat  is  uncommon. 
Therefore,  if  the  excision  is  carried  well  into 
the  subcutaneous  fat.  a clear  deep  margin 
should  be  assured.  This  will  also  facilitate 
closure  of  the  defect.  Following  the  above 
guidelines  set  forth  above,  authors  have 
reported  cure  rates  as  high  as  98  percent  with 
exeisional  surgery. 

As  mentioned  in  previous  discussions,  it  is 
mandatory  that  a tumor-free  wound  be 
achieved  before  repairing  the  defect,  especial- 
ly if  a flap  is  used.  The  consequences  of 
opening  up  tissue  planes  and  burying  tumor 
can  be  disastrous.  For  simple  excisions  and 
repairs,  a specimen  sent  for  routine  pathologi- 
cal examination  will  suffice,  but  for  difficult 
excisions  and  complex  repairs,  intraoperative 
frozen  sections  should  be  utilized.  If  there  is 
any  question  regarding  the  completeness  of 
tumor  removal,  the  defect  should  be  repaired 
with  a thin  graft  (if  feasible).  Also  in  patients 
with  a history  of  numerous  skin  cancers,  the 
donor  site  for  a graft  or  flap  should  be  scruti- 
nized carefully  lest  tumor  be  transferred  into 
the  wound. 

Complications  of  exeisional  surgery  include 
hematoma  formation,  swelling,  pain,  hyper- 
pigmentation, hypopigmentation,  failure  of 
the  flap  or  graft  to  survive,  ectropion,  and  less 
than  ideal  scarring.  In  patients  with  a less 
than  satisfactory  outcome,  it  should  be 
remembered  that  cosmesis  improves  with 
time  and  scar  revision  is  possible. 

Mohs  Micrographic  Surgery 

Over  50  years  ago,  Frederic  E.  Mohs,  at  the 
University  of  Wisconsin,  developed  a tech- 
nique to  manage  difficult  skin  neoplasms. 
That  technique  is  now  known  as  Mohs  micro- 
graphic surgery  (MMS).  Since  its  inception, 
the  technique  has  undergone  a number  of 
modifications.  In  the  early  years  of  the  proce- 
dure, a zinc  chloride  fixative  was  always 
applied  before  the  tumor  was  excised.  How- 
ever, this  so-called  “fixed  tissue  technique” 


had  a number  of  drawbacks,  including  severe 
pain,  poor  quality  histologic  sections,  an  inabil- 
ity to  do  immediate  repairs,  and  the  limited 
ability  to  remove  more  than  one  layer  of  tissue 
per  day.  However,  in  the  I970's,  Urs.  Mohs, 
Tromoviteh  and  Stegman'"''  began  to  experi- 
ment with  the  “fresh-tissue  technique.”  With 
this  modification,  the  zinc  chloride  fixative 
was  omitted  and  local  anesthesia  was  used. 
I'his  allowed  the  procedure  to  be  less  painful, 
to  often  be  completed  in  a single  day,  and 
also  yielded  better  histological  sections  and 
allowed  for  immediate  repairs.  It  was  also 
found  that  the  cure  rate  was  just  as  high  as 
with  the  “fixed-tissue  technique.”  Today,  the 
fresh-tissue  technique  is  almost  exclusively 
employed  by  Mohs  surgeons. 

In  the  early  years.  Dr.  Mohs  advocated  let- 
ting most  wounds  heal  by  second  intention. 
Although  the  results  were  often  impressive, 
this  approach  sometimes  necessitated  pro- 
longed wound  care  and  sometimes  did  not 
yield  optimal  cosmetic  and  functional  results. 
Once  the  “fresh-tissue  technique”  was  intro- 
duced, immediate  repairs  became  possible. 
Consequently,  Mohs  surgeons  began  to  advo- 
cate repairing  Mohs  surgical  defects.  This 
change  in  philosophy  resulted  in  a number  of 
benefits:  (1)  faster  wound  healing;  (2)  better 
cosmetic  and  functional  results;  (3)  wider 
acceptance  of  the  procedure;  and  (4)  an  inter- 
disciplinary approach  to  the  management  of 
difficult  skin  neoplasms  in  which  the  Mohs 
surgeon  teams  up  with  a reconstructive  sur- 
geon and/or  oncologic  surgeon  to  rid  patients 
of  their  cancer  and  provide  the  best  cosmetic 
and  functional  outcome. 

Many  of  the  indications  for  and  advantages 
of  MMS  have  been  reviewed  in  preceding 
sections  as  well  as  elsewhere  and  will  not  be 
repeated  in  detail  here,  other  than  to  say  that 
when  dealing  with  high  risk  lesions  or  lesions 
in  locations  where  the  maximum  preservation 
of  tissue  is  essential,  MMS  offers  the  highest 
chance  of  cure  while  maximally  preserving 
healthy  tissue. “ 

The  procedure  is  generally  performed  as  an 
outpatient  using  local  anesthesia.  However, 
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extensive,  deeply  invasive  tumors  may 
require  the  help  of  other  surgeons  and  the  use 
of  general  anesthesia.  Because  it  is  performed 
under  local  anesthesia  as  an  outpatient,  it  is 
cost-effective  and  extends  operability  to 
patients  who  are  poor  surgical  risks.  In  many 
cases,  the  tumor  can  be  removed  and  the 
defect  repaired  in  the  same  day.  Extensive 
defects  may  require  the  help  of  a reconstruc- 
tive surgeon.  When  this  can  be  anticipated,  a 
coordinated  effort  is  planned  ahead  of  time. 
However,  even  when  the  surgical  defect  ends 
up  much  larger  than  anticipated,  the  delay 
between  the  completion  of  Mohs  surgery  and 
reconstruction  is  usually  not  prolonged. 

In  performing  MMS,  the  Mohs  surgeon 
serves  both  as  the  surgeon  and  the  patholo- 
gist. The  laboratory  where  the  tissue  is  pro- 
cessed and  microscopically  examined  is 
located  in  the  surgical  suite. 

With  MMS,  once  the  obvious  tumor  has 
been  removed,  a thin  ( 1-2  mm  thick)  layer  of 
tissue  is  removed.  This  layer  of  tissue  is  sub- 
divided. color-coded,  and  mapped  and  sub- 
mitted for  microscopic  examination.  Any 
areas  showing  residual  tumor  are  marked  and 
additional  tissue  is  taken  from  this  area(s), 
color-coded,  mapped  and  examined  micro- 
scopically. The  process  is  repeated  until  a 
tumor-free  wound  is  achieved.  Eor  BCCs  and 
SCCs,  frozen  sections  can  be  used,  but  for 
some  tumors  (e.g.  melanoma),  the  tissue  must 
be  processed  overnight  to  yield  permanent 
sections.  Regardless  of  whether  frozen  sec- 
tions or  permanent  sections  are  rendered, 
unlike  routine  surgical  specimens,  the  entirety 
of  the  peripheral  and  deep  margins  of  the  sub- 
mitted tissue  are  examined,  thus  explaining 
the  high  cure  rate  of  MMS.  Once  a tumor-free 
wound  is  achieved,  the  repair  of  the  surgical 
defect  can  be  addressed.  The  same  conserva- 
tive approach  used  in  managing  routine  surgi- 
cal defects  also  applies  to  Mohs  surgical 
defects. 

Complications  associated  with  MMS  are 
similar  to  those  associated  with  routine  surgi- 
cal excision.  As  with  all  procedures,  MMS 
has  several  disadvantages.  When  dealing  with 


tumors  with  extensive  subclinical  spread,  the 
procedure  may  become  prolonged  and 
tedious  for  both  patient  and  surgeon.  The 
other  major  disadvantage  is  that  it  is  not 
always  readily  accessible  and  requires  special 
equipment  (cryostats)  and  highly  trained  per- 
sonnel (histotechnologists). 

The  cure  rates  for  MMS  for  primary  and 
recurrent  BCC  is  99.8  percent  and  for  SCC  is 
98.8  percent."’^ 

5-Fliiowuracil 

Topical  5-fluorouracil  (5-FU)  is  indicated 
only  for  the  treatment  of  actinic  keratoses, 
and  SCC  in  situ  and  SMBCC  without  follicu- 
lar involvement. It  is  contraindicated 
in  invasive  SCCs  and  BCCs  since  it  is  inef- 
fective and  may  bury  tumor,  allowing  exten- 
sive subclinical  spread  of  the  carcinoma 
before  it  is  detected. When  treating  large 
lesions,  where  only  a small  biopsy  has  been 
obtained,  it  should  be  remembered  that  limit- 
ed sampling  is  subject  to  sampling  error  and 
that  subclinical  invasive  disease  may  be  pre- 
sent and  consequently  buried.  Thus,  lesion 
selection  is  extremely  important.  Only  the 
five  percent  concentration  of  5-FU  is  suitable 
for  treating  SCCs  in  situ  and  SMBCCs.  To 
achieve  acceptable  cure  rates,  treatment  must 
be  continued  for  six  to  16  weeks. 
and,  at  times,  occlusion  may  be  required  to 
achieve  the  desired  therapeutic 
effect. During  treatment,  the  patient 
may  suffer  significant  discomfort,  and  the 
treated  area  will  become  red  and  eroded  and 
will  weep  and  ooze.  Sequelae  from  the  use  of 
topical  5-FU  include  hyperpigmentation, 
hypopigmentation,  scarring,  prolonged  ery- 
thema, onychodystrophy,  onycholysis,  and 
telangiectasias.'’’-'”  '-'^^  Cure  rates  of  92  percent 
have  been  reported  for  SCC  in  situ"’”  and  95 
percent  for  SMBCC. Although  potentially 
affording  a better  cosmetic  outcome  than  a 
modality  such  as  C&D,  the  need  for  pro- 
longed treatment  and  the  discomfort  associat- 
ed with  treatment  make  topical  5-FU  of  limit- 
ed usefulness  in  the  management  of  NMSC. 

Currently,  a sustained  release  formulation 
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of  5-M!  ior  inlralcsional  use  is  being  investi- 
gatetl.  Injeelioiis  are  given  weekly  for  up  to 
six  weeks.  In  a group  of'  patients  with  BCCs, 
the  eure  rate  was  SO  pereent.''’' 

Lasers 

Lasers  play  a limited  role  in  the  day  to  day 
management  of  BCCs  and  SCCs.  The  earbon 
dioxide  (COo)  laser  ean  be  used  in  the 
foeused  mode  to  exeise  a lesion  or  in  the 
defoeused  mode  to  vaporize  lesions. 
Although  theoretieally  olTering  an  advantage 
lor  exeising  a lesion  in  a patient  on  antieoag- 
ulants  or  with  a paeemaker,  the  safety  hazards 
and  awkwardness  of  the  COt  laser  system 
usually  outweigh  any  benefits,  real  or  imag- 
ined. In  the  defoeused  mode,  the  CO->  may  be 
used  in  conjunetion  with  eurettage  to  treat 
SMBCCs,  see  in  situ  and  Bowenoid  papulo- 
sis (BP).'^- Although  useful  for  BP.  the  eos- 
metie  outeome  when  treating  SMBCC  and 
see  in  situ  is  no  better  than  that  seen  with 
C&D. 

The  neodymium:yttrium-aluminum  garnet 
(Nd:YAG)  laser  has  been  reported  to  be  effee- 
tive  in  the  management  of  invasive  skin 
tumors;  however,  experience  to  date  has  been 
limited  and  significant  scarring  can  be 
expected. 

Photodynamic  Therapy 
Photodynamic  therapy  (PDT)  is  an  experi- 
mental form  of  treatment  in  which  a photo- 
sensitizer (e.g.,  hematoporphyrin)  is  adminis- 
tered intravenously,'^'^'  intralesionally,'^’  or 
topically''’"  and  subsequently  activated  by 
light  from  an  argon  pumped  tunable  dye  laser 
or  gold  vapor  laser.  This  results  in  tumor 
necrosis.  Considerable  discomfort  may  occur 
and  the  area  heals  leaving  a scar.  Although 
encouraging  results  have  been  reported  in 
treating  NMSC.''’''  there  are  a number  of  prob- 
lems with  PDT  including  the  cost  and  the 
need  for  special  expensive  equipment.  Also, 
intravenous  administration  of  hematopor- 
phyrin is  associated  with  a generalized  photo- 
sensitivity which  may  last  up  to  six 
weeks.''’'’-''’’  Work  is  now  going  on  to  find 


agents  which  are  effective  but  don’t  induce  a 
photosensitive  state.'™'’'  When  the  photosen- 
sitizer is  applied  topically,  there  are  problems 
with  penetration  of  the  agent''’"  and  when  the 
photosensitizer  is  administered  intralesionally 
or  intravenously,  there  are  problems  with 
penetration  of  the  laser  beam,  d’his  latter 
problem  in  part  can  be  overcome  by  debu Ik- 
ing the  tumor  or  using  interstitial  laser  fibers. 

Interferon 

Intralesional  interferon  has  been  used  to  suc- 
cessfully treat  BCCs  and  SCCs  with  cure 
rates  as  high  as  96  percent. The 
tumor  is  usually  injected  thrice  weekly  for 
three  weeks.  Side-effects  include  discomfort 
at  the  injection  site,  leukopenia,  and  flu-like 
symptoms.  This  treatment  is  still  considered 
experimental.  Like  all  blind  techniques,  it 
carries  the  risk  of  incompletely  destroying  the 
tumor  and  allowing  its  subclinical  spread 
before  it  is  detected.  Thus,  lesion  selection  is 
extremely  important.  It  also  has  the  disadvan- 
tages of  being  expensive  and  requiring  multi- 
ple visits. 

Retinoids 

Both  isotretinoin  and  etretinate  have  been 
used  in  the  management  of  NMSC. 
I78.I79.IKO  j,.|  general,  they  are  more  effective  as 
chemopreventive  agents  than  as  chemothera- 
peutic agents.  However,  once  they  are 
stopped,  their  protective  effect  is  lost.'”  They 
have  been  used  to  prevent  tumor  development 
in  xeroderma  pigmentosum  patients”'’  and 
transplant  patients. SCCs  are  more 
responsive  to  these  agents  than  are  BCCs. 
Response  rates  as  high  as  7 1 percent  have 
been  reported  in  patients  with  advanced, 
recurrent,  or  metastatic  SCCs  of  the  skin.”" 
Recently,  investigators  have  used  the 
retinoids  in  combination  with  interferon  and 
achieved  even  higher  response  rates  (93  per- 
cent) in  patients  with  advanced  cutaneous 
SCCs.'""  "I 
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ter of  Baptist  Medical  Center  because 
we’re  the  most  comprehensive  and 
convenient  in  South  Carolina. 
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that  emphasize  prevention  and  early 
detection. 

Convenient  because  your  patients 
receive  a full  range  of  services  in  one 
new  and  comfortable  location.  You 
receive  immediate  results.  And  we’re 
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mobile — our  Mammography  van 
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their  work  place — for  a discount. 
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because  your  patients  always  receive 
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depend  on  from  you. 

For  more  information  on  our  physi- 
cian referral  service,  call  771-5060. 
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COMPREHENSIVE  CARE  OF  THE  CLEFT  LIP 
AND  PALATE  PATIENT 

FAULT.  DAVIS.  M.  D.* 

WILLIAM  C.  GILES.  M.  D.** 


Children  born  with  cleft  lip  or  palate  often 
suffer  with  a multitude  of  problems  associated 
with  these  anomalies.  There  is  a high  associa- 
tion of  additional  congenital  anomalies  in  this 
population  group.  In  addition  to  dental, 
speech,  and  ear  difficulties,  there  is  often 
abnormal  facial  growth  and  occasionally 
swallowing  and  breathing  difficulties.  Because 
of  the  multitude  of  problems  a multidisciplinai'y 
team  usually  provides  the  best  care  for  these 
patients.  The  team  should  consist  of  a speech 
pathologist,  dental  specialists,  a cleft  surgeon, 
social  worker,  psychologist,  and  geneticist. 

Cleft  lip  and/or  cleft  palate  occurs  in  one  out 
of  680  births  and  is  the  second  most  common 
congenital  deformity  in  the  human  population 
after  club  foot.'  The  incidence  varies  among 
different  population  groups  as  well  as  the 
sexes.  Native  Americans  have  the  highest  rate 
of  cleft  lip  followed  by  the  Asian  and  Cau- 
casian population  with  the  lowest  incidence 
occurring  among  African  Americans.  Males 
have  a higher  incidence  of  cleft  lip  while 
females  have  a higher  incidence  of  cleft 
palate.  Twenty  to  30  percent  of  cleft  defects 
are  isolated  cleft  lips  while  35  to  55  percent 
involve  only  the  palate. 

SURGICAL  REPAIR 

There  is  marked  variation  in  the  timing  of  the 
surgical  repair  of  the  cleft  lip.  However,  in  the 
United  States,  the  majority  of  surgeons  favor 
performing  the  procedure  at  eight  to  10  weeks 
of  age.  Many  cleft  surgeons  repair  bilateral 
cleft  lips  in  two  stages  with  the  second  side  of 
the  defect  being  repaired  six  to  eight  weeks 
after  the  first.  There  are  several  techniques 


*506  E.  Cheves  Street.  #101.  Florence.  SC  29506. 

**Nine  Richland  Medical  Park.  #510.  Columbia  SC 
29203. 


used  to  repair  cleft  lips.  However,  all  of  these 
include  reconstruction  of  the  orbicularis  oris 
muscle,  Cupid's  bow.  and  a symmetrical  Ver- 
million border  and  a symmetrical  nose. 

In  this  country  the  most  widely  accepted 
practice  is  to  surgically  close  the  palate  defect 
by  12  to  18  months  of  age.  This  strikes  a com- 
promise between  maximizing  speech  develop- 
ment and  minimizing  facial  growth  distur- 
bances. Any  residual  mid-facial  bony  abnor- 
mality is  dealt  with  by  maxillofacial  surgical 
techniques  later  in  life.  This  is  the  standard 
promoted  by  the  American  Cleft  Palate  Cran- 
iofacial Association. 

AIRWAY  OBSTRUCTION 

The  most  urgent  of  cleft-associated  symptoms 
is  fortunately  uneommon.  Most  patients  with 
cleft  palate  and  airway  difficulty  have  the 
Pierre  Robin  sequence.  This  consists  of 
mandibular  hypoplasia  which  leads  to  a poste- 
rior positioning  of  the  tongue  (glossoptosis) 
and  quite  often  a midline  posterior  palate 
cleft.  Even  severe  airway  obstruction  in  Pieire 
Robin  often  improves  markedly  by  four  to  six 
months  of  age.-  Usual  treatment  consists  of 
maintaining  a prone  position  which  exploits 
the  influence  of  gravity  on  the  tongue  thus 
causing  it  to  fall  out  of  the  airway  and  allevi- 
ate the  symptoms.  If  the  patient  has  an  unac- 
ceptable amount  of  respiratory  distress  while 
maintaining  these  measures,  a tracheostomy 
usually  must  be  performed.  Other  measures 
such  as  nasopharyngeal  intubation  or  glos- 
sopexy  (lip-tongue  adhesion)  have  question- 
able efficaey  or  practicality. 

FEEDING  AND  NUTRITION 

Feeding  diffieulties  are  what  usually  bring  the 
otolaryngologist  or  speech  pathologist  to  eval- 
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Fijjiiif  1.  Newborn  with  unilateral  elel't  lip. 


Figure  2.  Same  child  in  Figure  1 at  age  18  months, 
15  months  after  the  lip  repair. 

Liatc  the  newborn  with  a eleft  deformity. 
Beeause  of  the  inability  of  the  infant  to  gener- 
ate effeetive  oral  suetion.  methods  to  eompen- 


Figure  One-year-old  ehild  v\ith  repaired  eleft  lip 
prior  to  eleft  palate  repair. 


Figure  4.  Same  ehild  in  Figure  3 after  eleft  palate 
repair. 


sate  for  the  oral  nasal  eommunication  are 
needed.  Most  feeding  techniques  consist  of 
using  various  devices  that  permit  direct 
expression  of  milk  into  the  infant’s  orophar- 
ynx so  the  child  can  then  initiate  a swallow. 
The  nipples  are  soft  and  large  w ith  a generous 
opening.  The  bottles  are  also  soft  and  consist 
of  disposable  bags  thus  allowing  milk  to  be 
squeezed  from  the  bottle  into  the  mouth  with- 
out the  child  having  to  initiate  sucking.  The 
ehild  is  often  held  upright  to  allow  him  to 
have  better  control  of  the  Bow  of  fluid  before 
it  hits  the  posterior  pharynx  and  to  lessen  the 
chance  of  nasal  regurgitation.  Due  to  the  fact 
that  the  cleft  child  swallows  a large  amount  of 
air  when  feeding,  frequent  burping  is  needed. 
Feeding  is  initially  laborious  and  time  con- 
suming but  it  is  usually  the  child's  mother 
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who  determines  (after  mueh  anxiety  and  eon- 
sultations  by  health  professionals)  exaetly 
what  position,  bottle  type,  nipple  size,  and 
nipple  opening  is  best  for  the  ehild.  The  goal 
is  for  the  ehild  to  maintain  proper  weight  and 
growth  as  one  would  expeet  of  a ehild  without 
a eleft.  Rarely  do  measures  sueh  as  gavage 
feedings  and  nasogastrie  tubes  need  to  be 
implemented  on  a cleft  lip  or  palate  child  who 
has  no  other  deformities. 

SPEECH 

Cleft  of  the  lip  and/or  palate  has  an  impact  on 
the  patient’s  ability  to  correctly  enunciate 
many  sounds  used  in  the  English  language. 
Positioning  of  the  tongue  against  the  lips, 
teeth,  and  palate,  and  most  importantly  escape 
of  air  from  the  mouth  into  the  nose  are  greatly 
affected  by  the  cleft  deformity.  Early  evalua- 
tion, therapy,  and  careful  follow  up  by  speech 
pathologists  experienced  in  working  with  cleft 
palate  patients  is  essential.  Fiberoptic  evalua- 
tion of  the  nasopharynx  and  posterior  oral 
cavity  appears  to  be  replacing  fluoroscopy  as 
the  main  method  of  evaluation  of  velopharyn- 
geal insufficiency  (leak  of  air  from  the  oral  to 
the  nasal  cavity).  Close  cooperation  and  inter- 
action between  the  surgeon  and  the  speech 
pathologist  is  needed  to  determine  when  sur- 
gical intervention  is  needed,  and  what  type  of 
procedure  would  best  alleviate  the  velopha- 
ryngeal insufficiency.  Post-operative  speech 
therapy  will  be  needed  to  enable  the  patient  to 
be  successful  in  the  difficult  process  of  revers- 
ing old  speech  habits. 

DENTAL 

Dental  development  and  hygiene  particularly 
in  the  very  early  stages  of  tooth  eruption  and 
deciduous  dentition  need  qualified  care  and 
future  planning.  Occasionally  orthopedic 
devices  are  needed  to  assist  in  the  placement 
of  dentition.  The  orthodontist  and  cleft  sur- 
geon must  work  closely  together  to  determine 
proper  timing  of  the  alveolar  bone  grafting  as 
well  as  to  determine  the  need  for  surgical 
advancement  of  the  mid-face  to  bring  about 
normal  occlusion  and  bony  profile. 


EAR  DISEASE 

There  is  a greater  incidence  of  hearing  loss  in 
the  cleft  palate  population  than  in  the  normal 
population.  Patients  with  a cleft  palate  have  an 
abnormal  insertion  of  the  levator  palatini  and 
tensor  veli  palatini  muscles  to  the  posterior 
end  of  the  remaining  hard  palate  instead  of 
across  the  palate  to  the  opposite  side.  This  is 
probably  the  main  contributor  to  impaired 
eustaehian  tube  dysfunction  which  is  the  pri- 
mary cause  of  hearing  loss  in  this  population. 
With  increasing  age  the  incidence  of  eustachi- 
an  tube  dysfunctions  decreases.  However, 
when  compared  to  the  non-cleft  population 
the  cleft  palate  eustaehian  tube  dysfunction 
runs  a protracted  course.-  Clinical  examina- 
tion of  the  tympanic  membrane  and  insertion 
of  ventilation  tubes  as  needed  appear  to  great- 
ly preclude  the  need  of  more  comprehensive 
ear  surgery  later  as  the  child  develops. 

REVISION  SURGERY 

Even  the  most  acceptable  scars  and  soft  tissue 
proportions  following  the  initial  lip  and  nose 
surgery  can  change  as  the  child  grows  and 
develops.  Thus  a large  number  of  cleft  chil- 
dren undergo  secondary  surgery  when  they 
reach  their  teenage  years.  Patients  with  a cleft 
lip  often  have  an  associated  nasal  deformity. 
Though  often  this  deformity  is  addressed  dur- 
ing the  initial  repair  of  the  cleft  lip  one  does 
not  do  a definitive  procedure  on  the  nose  until 
most  of  the  facial  growth  is  complete  (14  to 
18  years  of  age).  The  cartilaginous  and  bony 
skeleton,  alar  size,  and  nasal  projection  all  are 
addressed  in  the  definitive  procedure  to  cor- 
rect the  cleft  nose. 

Due  to  the  orolaryngologist’s  background  in 
soft  tissue  and  bony  surgery  of  the  head  and 
neck,  airway  diffieulties,  swallowing  difficul- 
ties, speech  difficulties,  and  otology  these  spe- 
cialists are  finding  a more  prominent  place  on 
cleft  teams.  The  eventual  outcome,  however, 
is  dependent  on  the  involvement  of  specialists 
versed  in  the  myriad  of  problems  the  eleft 
patients  experience.  No  two  teams  will  be 
identical,  but  it  is  the  multidisciplinary  con- 
cept that  ensures  the  highest  quality  care  for 
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AN  ARMY  SCHOLARSHIP  COULD 
HELP  YOU  THROUGH  MEDKAL  SCHOOL 


The  U.S.  Army  Health  Professions 
Scholarship  Program  offers  a unique 
opportunity  for  financial  support  to  med' 
ical  or  osteopathy  students.  Financial 
support  includes  tuition,  books,  and 
other  expenses  required  in  a particular 
course. 

For  information  concerning  eligihih 
ity,  pay,  service  obligation  and  application 
procedure,  contact  the  Army  Medical 
Department  Personnel  Counselor: 


CALL  COLLECT 
803-741-1856  OR  803-741-1857 
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OTITIS  MEDIA:  WHEN  ARE  TUBES  AND/OR 
ADENOIDECTOMY  NEEDED? 

JACQUELYN  A.  GOING,  M.  D.* 

DANIEL  M.  ERVIN,  M.  D.** 


Otitis  media  is  not  a simple  disease,  and  there 
is  no  definitive  answer  to  the  title  question. 
Controversy  exists  as  to  the  timing  and  meth- 
ods of  treatment  of  reeurrent  acute  otitis 
media  and  chronic  otitis  media  with  effusion. 

Myringotomy  with  ventilation  tube  inser- 
tion. which  has  gained  popularity  since  the 
1950s.  is  now  performed  on  people  of  all  ages 
but  most  often  in  children  because  of  their 
proclivity  to  middle  ear  disease  from  impaired 
eustachian  tube  function,  immature  immune 
system,  and  adenoid  bulk.  This  procedure  is 
probably  the  most  common  surgical  procedure 
in  children.' 

Medical  treatment  prior  to  consideration  for 
surgical  intervention  has  been  the  subject  of 
many  studies.  Various  antibiotics  have  been 
recommended  and  evaluated.  First-Line 
antimicrobials  for  recurrent  acute  otitis  media 
and  chronic  otitis  media  with  effusion  proba- 
bly remain  amoxicillin  or  trimethoprim-sul- 
famethoxazole’ with  amoxicillian  clavulanate 
or  second  generation  cephalosporins  common- 
ly applied  to  treatment  failures  or  refractory 
cases.  Flowever.  a recent  review  article  on  the 
use  of  antibiotics  for  prevention  of  recurrent 
acute  otitis  media  and  the  treatment  of  chronic 
otitis  media  with  effusion  concludes  that  long 
term  benefit  has  yet  to  be  proven  in  the  latter.- 

Children  with  recurrent  acute  otitis  media 
and  chronic  otitis  media  with  effusion  fall  into 
three  general  patterns.'*  Some  children  will 
have  recurrent  acute  otitis  media  which 
responds  to  antimicrobials  and  clears  with 
normal  hearing  and  ear  examination  between 
episodes.  These  children  may  do  well  with 
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antimicrobial  prophylaxis  such  as  single 
evening)  doses  of  amoxicillin  (20  mg/kg)  or 
of  sulfisoxazole  (75  mg/kg).  Another  group 
may  have  persistent  middle  ear  effusion  which 
is  virtually  asymptomatic  except  for  a hearing 
loss  which  is  often  discovered  on  a school 
screening  audiological  examination.  A third 
group  of  children  will  have  the  pattern  of 
recurrent  acute  otitis  media  with  persistent 
middle  ear  effusion  and  hearing  deficit 
between  the  acute  episodes.  It  is  important  to 
establish  the  pattern  with  a careful  history  and 
follow-up  examination  at  the  end  of  each 
course  of  antibiotics.  Recurrent  acute  otitis 
media  and/or  chronic  otitis  media  with  effu- 
sion do  have  sequelae  such  as  progression  to 
tympanic  membrane  retraction  pockets, 
cholesteatoma,  or  ossicle  erosion,  and  may 
necessitate  extensive  ear  surgery.  .Studies  have 
also  found  an  association  between  the  time 
spent  with  middle  ear  effusion  during  the  first 
three  years  of  life  and  lower  scores  on  tests  of 
cognitive  ability,  speech  and  language."* 

Surgical  intervention,  i.e.,  myringotomy  and 
insertion  of  ventilation  tubes,  is  designed  to 
evacuate  middle  ear  effusiun  and  facilitate 
middle  ear  ventilation  while  affording  time  for 
reversal  of  middle  ear  changes  and  improve- 
ment of  eustachian  tube  function.  This 
improves  hearing  and  minimizes  progression 
to  chronic  otitis  media  sequelae. 

In  general,  indications  for  myringotomy  and 
insertion  of  ventilation  tubes  are  recurrent 
acute  otitis  media  with  persistent  middle  ear 
effusion,  or  chronic  otitis  media  with  effusion 
unresponisve  to  antibiotics  for  three  months, 
or  frequent  recurrent  acute  otitis  media  with 
apparant  clearing  between  episodes  with 
break  through  of  the  antimicrobial  prophylax- 
is. The  three-month  rule  is  not  absolute.  Con- 
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sideration  lor  earlier  plaeement  of  tubes  is 
indieated  in  patients  with  eraniofaeial  anomal- 
ies associated  with  middle  ear  aeration  impair- 
ment such  as  cleft  palate  or  l3own’s  syn- 
dix)me.  Earlier  placement  should  also  be  con- 
sidered in  a child  with  multiple  antibiotic 
allergies  and  in  a child  with  a sensorineural 
hearing  loss  where  the  addition  of  a conduc- 
tive component  further  impairs  functional 
hearing  even  with  a hearing  aid.  The  presence 
of  an  atelectatic  tympanic  membrane  or 
retraction  pocket  might  also  call  for  more 
tlexibility  in  timing  of  ventilation  tube  inser- 
tion. 

A national  survey  of  board  certified  oto- 
laryngologists to  ascertain  the  criteria  they 
considered  important  indications  for  myringo- 
tomy and  insertion  of  ventilation  tube  found 
that  the  first  four  indicators  were  in  order  of 
ranking:  ( 1 ) persistence  of  tluid  for  three  or 
more  months.  (2)  speech  language  delay.  (3) 
presence  of  bilateral  conductive  hearing  loss 
of  20  db  or  more,  (4)  total  number  of  episodes 
of  otitis  media.' 

There  have  been  a number  of  studies  of  the 
efficacy  of  adenoidectomy  on  recuiTent  acute 
otitis  media  and  chronic  otitis  media  with 
effusion.  Some  studies  have  shown  beneficial 
effects  on  the  reduction  of  illness  and  others 
have  not.  Current  recommendations  are  that 
adenoidectomy  be  considered  if  the  child 
needs  reinsertion  of  ventilation  tubes,  or  if  a 
child  has  symptoms  of  substantial  adenoid 
hypertrophy  with  airway  obstruction  such  as 
snoring  or  mouth  breathing. 

As  noted,  otitis  media  with  effusion  remains  a 
complex  and  controversial  topic  with  differ- 
ences of  opinion  concerning  therapy  not  only 
between  different  specialties  but  within  oto- 
larynyology  itself.  Optimal  medical  approaches 
and  duration  of  therapy  or  observation  are  as 
yet  ill  defined.  The  best  treatment  plan  takes 
into  consideration  the  well-being  of  the  child 


and  is  cognizant  of  parental  desires  and  con- 
cerns. A child  who  is  chronically  ill  with  recur- 
ing infections  puts  various  strains  on  the  overall 
family  situation,  aside  from  time  lost  from 
work  or  sleep  and  the  expense  of  repeated  visits 
to  the  family  physician  or  Emergency  Depart- 
ment. Such  a child  with  documented  poor 
response  to  aggressive  antibiotic  therapy  would 
certainly  be  a candidate  for  early  ventilation 
tube  placement  and  usually  will  do  very  well. 
Even  when  the  odd  infection  develops  in  spite 
of  having  tubes  in  place,  they  are  generally  less 
symptomatic  and  more  easily  controlled. 

On  the  other  hand,  the  child  having  an 
asymptomatic  effusion  with  no  substantial 
loss  of  hearing  or  speech  development  prob- 
lem can  safely  be  observed  for  some  time.  In 
such  cases  consideration  of  other  factors,  such 
as  summertime  aquatic  activity,  can  be  enter- 
tained and  the  tube  placement  delayed  until  a 
time  more  convenient  for  patient  and  family. 
As  one  can  readily  see,  many  factors  come 
into  play,  some  outside  the  realm  of  medicine 
or  surgery,  but  the  physician  must  keep  in 
mind  the  ultimate  goal  of  the  healthy  child 
with  appropriate  hearing  and  speech  develop- 
ment, and  constantly  strive  to  minimize  the 
serious  long  term  sequelae  of  inadequately 
treated  otitis  media. 
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The  ability  to  hear  and  interpret  speech  and 
language  is  one  of  our  senses  that  often  is 
taken  for  granted  and  when  problems  occur, 
often  misunderstood.  To  properly  diagnose 
and  treat  hearing  loss  there  needs  to  be  first  an 
awareness  among  physicians  as  to  the  types  of 
hearing  loss  that  commonly  occur  and  an 
index  of  suspicion  to  pursue  appropriate  eval- 
uation. 

When  a patient  presents  to  an  office  with 
hearing  loss,  often  family  assistance  is  signifi- 
cant in  describing  the  problems  or  degree  of 
hearing  loss  for  the  patient.  For  most  people 
hearing  loss  is  painless,  slow  in  onset,  and  the 
patient  may  not  be  fully  aware  of  the  problem, 
whereas  family  members  and  co-workers  can 
give  more  detailed  information  as  to  the  mag- 
nitude of  the  loss  and  its  impact  on  daily  life. 

There  are  several  types  of  hearing  loss 
accessible  to  evaluation.  Conductive  hearing 
loss  is  defined  as  a blockage  of  sound  trans- 
mission to  the  inner  ear.  The  causes  of  con- 
ductive hearing  loss  are  many  (Table  I ).  The 
treatments  are  individualized  based  upon  the 
patient’s  age.  physical  findings,  and  general 
medical  condition.  For  many  conductive  hear- 
ing loss  patients  surgery  may  give  marked  or 
total  return  of  hearing  to  normal  levels,  such 
as  with  cerumen  impactions,  drainage  of 
serous  otitis  and  repair  of  otosclerosis.  For 
patients  in  whom  either  medical  or  surgical 
intervention  is  not  successful  or  possible  due 
to  underlying  medical  conditions,  amplifica- 
tion is  an  option  for  rehabilitation  of  hearing. 


*Hearing  Services,  Bob  Poland.  201  Richard  Street. 
Easley,  SC  29640. 

**Foothills  Ear,  Nose  and  Throat.  PA,  201  Richard 
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TABLE  1 

1.  Cerumen  Impaction 

2.  External  Otitis 

3.  Tympanic  Membrane  Perforation 

4.  Middle  Ear  Eluid 

5.  Ossicle  Eixation 


Sensori-neural  hearing  loss  is  defined  as  a 
hearing  impairment  in  the  inner  ear  or  central 
auditory  connections  (Table  2).  As  with  the 
conductive  hearing  loss,  sensori-neural  loss 
may  have  a multitude  of  etiologies  and  a full 
history  both  of  the  patient  and  the  family  is 
indicated  with  radiological  and  metabolic 
evaluations,  as  appropriate.  In  contrast  to 
amplification  use  with  a conductive  hearing 
loss,  amplification  in  sensori-neural  hearing 
loss  is  often  hampered  by  reduced  speech  and 
language  discrimination  as  a result  of  cochlear 
or  auditory  nerve  damage.  Patients  need  to  be 
informed  of  treatment  options  and  expected 
results  with  consideration,  in  same  cases,  of 
assistive  listening  devices  (i.e.,  telephone 
amplifiers,  infra-red  TV  systems,  etc.)  or  per- 
sonal amplification  in  the  form  of  hearing 
aids. 


TABLE  2 

1 . Presbycusis 

2.  Noise-Induced  Hearing  Loss 

3.  Meniere’s  Syndrome 

4.  Acoustic  Neuroma 

3.  Hereditary  Hearing  Loss 
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Sonic  palicnls  will  present  a coinbinalion  ol 
eoiukiclive  and  sensori-neural  hearing  loss; 
this  tyjie  of  hearing  loss  is  labeled  a mixed 
hearing  loss.  C’entral  Auditory  Dysfunction  is 
an  entity  whereby  the  neurological  centers 
within  the  brain  are  impaired.  In  these  patients 
sound  levels  are  near  normal  on  audiologieal 
testing,  hut  ixior  integration  of  speech  and  lan- 
guage understanding  is  present.  Often  children 
or  patients  with  Al/heimer's  Disease  are  felt 
to  have  hearing  loss  when  in  reality  they  have 
Central  Auditory  Dysfunction.  For  some, 
rehabilitation  with  audiologieal  and  speech- 
language  pathology  intervention  may  help. 

Research  data  have  suggested  that  people 
usually  wait  10  to  LS  years  from  the  time  they 
first  notice  some  difficulty  with  their  hearing 
until  they  obtain  a hearing  aid.  During  this 
time  interval  a whole  spectrum  of  auditory, 
psychological,  social,  emotional  and  health 
changes  take  place  in  the  patient.  People  are 
often  dealing  with  "mid-life”  crises,  thus  car- 
rying extra  life  change  baggage,  when  they 
first  approach  the  purchase  of  a hearing  aid. 
The  hearing  aid  is  often  expected  not  only  to 
make  them  hear  better  but  also  make  their  life 
in  general  better.  If  their  life  does  not  improve 
the  hearing  aid  may  be  blamed. 

To  evaluate  the  patient,  audiologieal  testing 
in  eonjunction  with  physical  examination  helps 
to  determine  the  type  of  hearing  loss,  the 
degree  of  hearing  loss,  and  to  provide  a prog- 
nosis regarding  successful  use  of  amplification. 

While  28  million  Americans,  or  roughly  one 
in  nine,  present  a hearing  impairment  that 
could  be  eased  by  the  use  of  a hearing  aid. 
fewer  than  one  in  four  utilize  such  devices. 
Random  surveys  of  hearing  aid  dispensers  in 
1991  and  1992  revealed  that  otolaryngologieal 
referrals  accounted  for  19.4  percent  of  ampli- 
fication purchases  while  general  medical 
referrals  numbered  7.7  percent.  In  order  of 
rationale  for  this  lack  of  amplification  use 
individuals  usually  list  the  following  reasons: 
fail  to  seek  professional  help,  inappropriate 
advice  by  primary  care  providers  that  a hear- 
ing aid  is  not  useful,  misinformation  that  their 
type  of  hearing  loss  is  not  severe  enough  or 


cannot  be  helped  by  amplification,  unrealistic 
expectations  of  the  benefits  of  the  hearing  aid. 
cost  of  a hearing  aid.  perceived  stigma  associ- 
ated with  hearing  aid  use  (age  or  disability), 
and  the  reputation  of  unethical  hearing  aid 
dealings. 

A hearing  aid  is  defined  as  a medical  device 
by  the  Food  and  Drug  Administration  and 
informed  consent  usually  is  obtained  prior  to 
dispensing.  Aids  do  not  restore  normal  hear- 
ing. hut  do  enhance  listening  capability.  Fol- 
lowup is  highly  desirable  after  dispensing  an 
aid.  and  may  encompass  a variety  of  audiolog- 
ical  services  including  a .70-day  trial  period  of 
amplification,  amplification  orientation,  lip 
reading,  counseling,  communication  strate- 
gies, related  technological  information  and 
support  groups.  Flearing  aids  do  not  solve 
every  listening  problem  nor  do  hearing  aids 
perform  well  in  many  situations  of  competi- 
tive loud  noise,  (e.g.  a crowded  restaurant). 
Flearing  aids  do  help  to  make  soft  sounds 
louder,  help  people  hear  consonants,  reduce 
strain  of  listening  and  reduced  repetition  of 
conversation.  Presently,  in  the  United  .States 
105  manufacturers  of  amplification  provide 
devices  to  the  market  place.  Five  manufactur- 
ers account  for  more  than  70  percent  of 
today's  market  place.  Presently  more  binaural 
than  monaural  fittings  take  place.  In  1992. 
1,766.796  hearing  aids  were  purchased  in  the 
United  States  with  60  percent  of  the  users 
over  age  65.  In  South  Carolina.  1992  sales 
numbered  13.781  representing  a four  percent 
increase  from  1991  hearing  aid  sales. 

The  basic  problem  of  prosthetic  use  with 
hearing  loss  is  that  in  attempting  to  mirror  the 
function  of  the  human  cochlea  one  must  con- 
sider that  while  60  percent  of  sound  energy  in 
ordinary  conversation  is  contained  in  low  fre- 
quency vowel  sounds,  those  sounds  convey 
only  about  five  percent  of  speech  actual  infor- 
mation. High  frequency  consonant  sounds 
contain  roughly  five  percent  of  speech  power, 
but  convey  60  percent  of  its  intelligibility 
(Figure  3). 

Major  advancements  in  electronics,  such  as 
vacuum  tubes,  transistors,  and  integrated  cir- 
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cuits  have  provided  the  necessary  technology 
for  major  changes  in  size  and  features  of  tradi- 
tional hearing  aids.  Audiological  procedures 
leading  to  maximum  hearing  aid  potential 
include  the  use  of  insert  earphones,  probe 
microphone  measurements,  and  individualized 
prescriptive  fitting  methods. 

Popular  acoustic  circuit  alternatives  to  con- 
ventional amplification  include:  Class  D 
receivers,  active  tone  control,  and  directional 
microphones.  These  circuit  options  provide 
decreased  distortion,  improved  speech  to 
noise  ratios  and  less  battery  drain. 

Hearing  Aid  Styles:  In-the-Ear  (56.9  percent 
of  the  1992  market  sales)  and  In-the-Canal 
(25  percent  of  hearing  aid  sales  in  1992) 
incorporate  a type  of  virtual  reality  in  their  use 
of  incoiporating  characteristics  of  the  external 
ear  to  enhance  sounds  inside  the  ear.  The 
seoup  like  shape  of  the  external  ear  collects 
sounds,  similar  to  cupping  your  hand  behind 
the  ear.  The  canal  presents  a natural  resonance 
which  is  altered  by  the  addition  of  a hearing 
aid.  By  plugging  the  ear  with  an  In-the-Ear 
(Eigure  5)  or  In-the-Canal  (Figure  2)  hearing 
aid  the  auditory  canal  is  transformed  into  a 
resonating  chamber  where  low  frequency 
sounds,  like  those  made  by  chewing,  are 
grossly  amplified.  Electronic  venting,  which 
provides  the  feeling  of  a normal  open  ear.  is 
presently  available  from  one  manufacturer. 

Deep  Canal  Fittings  {Figure  1)  : Twenty- 
three  manufacturers  to  date  are  providing  deep 
canal  fittings.  A reduced  “stopped  up”  feeling 
is  expected.  Early  models  include: 

Earlens:  Developed  in  1990,  a tiny  magnet  is 
affixed  directly  to  the  eardrum  and  held  in 
place  by  a drop  of  oil.  The  earlens  amplifies 
the  movements  of  the  eardrum  when  activated 
by  signals  from  a small  receiver  worn  on  the 
upper  body. 

XF  Perityinpanic  Device:  Introduced  in  1993, 
this  tiny.  soft,  deep-seated  device  almost 
touching  the  eardrum,  may  be  the  appropriate 


amplification  for  30  percent  of  the  hearing 
impaired  population  who  have  certain 
anatomic  or  medical  preexisting  conditions. 
The  quarter-inch  wide  and  quarter-inch  long 
device  will  cost  between  $1,500  and  $2,000  or 
approximately  20  percent  more  than  conven- 
tional hearing  aids. 

Tynipanette:  In  this  micro  canal  hearing  aid. 
the  volume  is  set  by  the  dispenser  and  not 
adjusted  by  the  user.  Removal  of  the  hearing 
aid  is  accomplished  by  tugging  on  a transpar- 
ent cord. 

Behind-the-Ear:  Behind-the-Ear  (BTE  Hear- 
ing Aids)  are  air  conducting  hearing  aids 
employing  tubing  to  an  individually  molded 
“ear  mold”  routing  the  amplified  sound  to  the 
ear  canal.  In  general.  BTEs  are  more  power- 
ful, based  on  the  battery  size  and  circuitry 
available.  For  people  with  severe  to  profound 
hearing  loss  often  this  extra  power  is  needed 
for  amplification.  BTE  hearing  aids  accounted 
for  16.2  percent  of  market  sales  in  1992  in  the 
United  States.  Several  adaptations  of  this  style 
of  hearing  aid  are  now  available. 

Extendear:  The  unit  combines  an  EM  wireless 
hearing  system  for  school  or  work  availing  the 
possibility  of  overcoming  competitive  noise 
distance  ( 100  ft.),  and  reverberation  in  a per- 
sonal hearing  aid  (Figure  4). 

Programmable  Multi-memory  Hearing  Aid: 
Currently  marketed  by  17  manufacturers  in 
the  form  of  Behind-the-Ear.  In-the-Ear.  and 
In-the-Canal  styles.  The  number  of  memories 
available  range  from  two  to  eight  with  the 
availability  of  remote  control  for  memory 
switching  on  most.  Each  Multi-memory  Hear- 
ing Aid  has  its  own  unique  feature  making 
comparison  among  the  devices  difficulty.  In 
fitting  this  kind  of  hearing  aid.  the  audiologist 
must  first  determine  if  the  candidate  is  an 
appropriate  user.  The  need  for  multi-memories 
is  highly  questionable  if  the  user  notices  no 
performance  difference  among  memories  or 
uses  only  one  memory  exclusively.  The  fear 
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Fimirc  2.  Canal  Hearinj;  Aid 


l'if>iire  I.  C<»m|)k‘tely  in-Uie-canal  liearinn  aid 


ol  losing  the  remote  eontrol  or  the  ineonve- 
nienee  of  carrying  the  control  need  to  be 
among  the  considerations. 

With  the  promise  of  fully  digital  (realtime 
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Figure  4.  Extendear  transmitter  and  receiver. 

analysis)  hearing  aids  already  marketed 
iinsiiccessfiilly.  praetical  programmable  ana- 
log conventional  systems  are  a step  back 
offering  major  advantages.  These  In-the-Ear, 
In-the-Canal.  and  Behind-the-Ear  instruments 
have  been  available  since  1988  with  market 
sales  accounting  for  2.5  percent  of  sales  in 
1992.  Programmable  hearing  aids  may  be 
adjusted  precisely  to  the  particular  hearing 
impairment.  The  instrument  may  be  repro- 
grammed at  any  time  in  a relaxed  dialogue- 
oriented  atmosphere.  Direct  comparisons  of 
different  setting  variations  help  optimize 
speech  comprehension.  This  type  of  hearing 
aid  is  ideal  for  lluctuating  hearing  thresholds 
often  associated  with  Meniere’s  Disease. 

Body  Hearing  Aids:  This  long-time  staple  of 
amplification  use  presently  accounts  for  less 
than  one  percent  of  the  market.  The  reduction 
in  use  of  this  model  of  hearing  aid  is  primarily 
a result  of  the  increased  flexibility  and  power 
of  smaller  instruments.  Of  special  interest  in 
this  form  of  amplification  is  frequency  trans- 
position. The  basis  for  this  circuitry  is  trans- 
position of  speech  frequencies  downward  to 
take  advantage  of  low  frequency  "corners"  of 
hearing  or  to  map  frequencies  upward  to  what 
might  be  termed  “ultra-audiometric"  frequen- 


Figure 5.  In-tlie-ear  hearing  aid. 


cy  range  above  eight  kilohertz.  Such  units 
may  be  appropriate  for  profoundly  hearing 
impaired  users  who  are  possible  candidates 
for  cochlear  implants  or  vibrotactile  systems. 
Sound  sensations  are  unlike  those  provided  by 
a conventional  hearing  aid. 

The  only  implantable  device  for  conductive 
hearing  loss  was  marketed  in  1986  for  a spe- 
cific, yet  small  group  of  patients.  Patients  for 
whom  the  implantable  device  is  indicated  are 
those  with  a conductive  hearing  loss  which 
cannot  be  corrected  surgically  and  who  cannot 
wear  a conventional  hearing  aid.  The  reasons 
for  inability  to  wear  a hearing  aid  may  be  due 
to  chronic  drainage  from  the  ear  which  pre- 
cludes use  of  an  In-the-Ear  aid  due  to  absence 
or  stenosis  of  the  external  ear  canal  from  con- 
genital defect  or  acquired  deformity. 

Various  amplification  arrangements  involv- 
ing BTEs  and  ITEs  are  available  in  Cros  and 
Bi-Cros  units  for  unilateral  or  bilateral  hearing 
loss  with  only  one  aidablc  ear. 

The  first  positive  step  in  remediation  of 
hearing  loss  should  be  taken  by  the  physician. 
Llnderstanding  of  your  patient’s  needs  and  a 
realistic  expectation  of  what  can  be  accom- 
plished with  hearing  aids  will  lead  to  correct 
diagnosis  and  refenal  as  appropriate.  “I 
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COCHLEAR  IMPLANTS 

TIMOTHY  COURVILLE,  M.  D.* 


Since  1957.  when  the  use  of  an  “electronic 
cochlea"  to  stimulate  the  auditory  nerve  was 
first  reported,  the  management  of  profoundly 
deaf  patients  has  permanently  changed.  All 
devices,  past  and  present,  have  similar  func- 
tions and  components.  Essentially,  the  devices 
replace  the  cochlear  hair  cell  system  by  con- 
verting mechanical  sound  energy  into  an  elec- 
trical stimulus  which  is  delivered  directly  to 
the  cochlear  nerve.  The  components  include  a 
microphone  which  sends  acoustic  information 
to  a processor  which  translates  the  acoustic 
input  into  a digital  electrical  signal  that  is 
delivered  to  an  implanted  electrode  near  the 
cochlear  nerve.  The  implants  consists  of  up  to 
22  independently  functioning  electrodes 
placed  within  the  cochlea. 

SPEECH  PROCESSING 

All  multichannel  implants  use  different  elec- 
trodes to  stimulate  different  areas  of  the 
cochlea.  The  “place  pitch”  theory  states  that 
basal  cochlear  stimulation  elicits  perception  of 
higher  frequency  (pitch)  sound,  while  stimula- 
tion of  the  cochlear  membranes  near  the  apex 
is  interpreted  by  the  central  nervous  system  as 
low  pitch. 

The  speech  processor  converts  the  acoustic 
signal  from  the  microphone  into  a digital  sig- 
nal. The  processor  then  extracts  key  features 
of  speech  from  this  signal.  The  fundamental 
frequency  of  the  speech  being  processed  is 
then  presented  to  the  cochlea  at  the  corre- 
sponding electrode  “pitch  place."  The  first 
and  second  format  frequencies  (overtones), 
and  three  higher  frequency  bands  are  also 
extracted  from  the  digital  signal  and  delivered 
to  the  cochlea.  These  formats  are  important 
for  vowel  and  speech  recognition.  The  ampli- 
tude of  these  signals  determines  the  perceived 
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loudness  of  the  stimuli.  These  inputs  are  “tun- 
able" by  the  audiologist  after  implantation  and 
frequently  adjusted  depending  on  the  patient's 
threshold  and  comfort  level. 

IMPLANT  CANDIDATES 

The  present  FDA  guidelines  for  cochlear 
implantation  in  adults  include  all  of  the  fol- 
lowing; ( 1 ) Profound  bilateral  sensorineural 
hearing  loss  (nerve  deafness  greater  than  95 
db),  (2)  No  benefit  from  conventional  hearing 
aids,  and  (3)  appropriate  motivation  in  postlin- 
gually  deafened  patients.  In  addition  to  these 
criteria,  the  development  of  speech  and  lan- 
guage skills  prior  to  hearing  loss  have 
remained  a prerequisite  in  adult  patients. 
Prelinguistically  deafened  adults  have  been 
implanted  but  results  have  been  less  reward- 
ing. Presently  the  criteria  for  adult  cochlear 
implant  candidacy  is  being  advocated  at  some 
centers  to  include  patients  with  severe  (versus 
profound)  hearing  loss  or  those  who  have 
some  benefit  from  hearing  aids.  Implant  use  in 
these  patients  is  investigational  at  present  but 
it  is  anticipated  that  cochlear  implants  in  this 
group  of  patients  will  be  approved. 

The  guidelines  for  cochlear  implantation  in 
children  are  similar  to  that  of  adults.  The  min- 
imum age  of  candidacy  for  children  is  two 
years.  Although  the  cochlea  is  adult  size  at 
birth,  the  surgical  approach  during  implanta- 
tion is  via  the  mastoid  antrum  and  facial 
recess  which  are  not  adequately  developed 
until  two  years  of  age.  Adequate  evaluation 
with  hearing  aides,  tactile  devices  and/or  fre- 
quency transposition  devices  should  be  uti- 
lized to  determine  functional  level. 

PRE-OPERATIVE  EVALUATION 

A thorough  otologic  history  is  taken  to  deter- 
mine the  etiology  of  hearing  loss.  Often  hear- 
ing loss  can  be  attributed  to  temporal  bone 
trauma,  exposure  to  ototoxic  drugs  or  infec- 
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lions  causes.  Mcningilis  and  labyrinlhitis  may 
cause  early  childhood  deafness,  but  many 
causes  may  nol  be  identified.  Regardless  of 
the  etiology,  as  long  as  neural  elements  of  the 
auditory  system  are  present,  implantation  may 
be  considered. 

A thorough  physical  examination  ol'  the 
head  and  neck  is  performed.  Attention  is 
directed  to  the  position  of  the  auricle  and  its 
shape.  Auricular  anomalies  often  indicate 
other  congenital  anomalies  of  the  middle  ear, 
mastoid  bone  and  facial  nerve.  Special  consid- 
eration must  be  given  to  patients  with  congen- 
ital syndromes  involving  cochlear  develop- 
ment. 

The  tympanic  membrane  must  also  be  intact 
and  free  of  disease.  If  otitis  media  is  present 
or  a recent  history  of  chronic  otitis  is  obtained, 
these  conditions  must  be  either  medically  or 
surgically  corrected  prior  to  implantation.  Pre- 
vious mastoid  surgery  is  not  necessarily  a con- 
traindication to  implantation. 

Evaluation  includes  a CT  scan  of  the  tempo- 
ral bones.  This  allows  evaluation  of  the 
cochlear  duct  which  can  become  obliterated 
by  fibrous  tissue  or  bone  after  labyrinthitis. 
Although  these  patients  are  still  implant  can- 
didates, the  length  of  electrode  array  that  can 
be  placed  into  the  cochlear  may  be  limited. 
Patients  with  the  Michel  deformity  lack  devel- 
opment of  the  cochlea,  while  patients  with  the 
Mondini  deformity  are  disposed  to  perilym- 
phatic leaks.  Although  these  anomalies  may 
preclude  full  electrode  insertion,  as  few  as 
eight  electrodes  can  result  in  functional 
improvement. 

Audiologic  evaluation  is  performed  both 
with  and  without  high  power  hearing  aides. 
This  evaluation  includes  pure  tone  testing, 
speech  perception  and  discrimination,  lipread- 
ing and  functional  communication  assess- 
ments. Electrical  promontory  stimulation  is 
performed  to  ensure  a hearing  perception  in 
the  ear  being  considered. 

Patients  may  undergo  psychological  testing 
to  identify  those  suffering  from  organic  brain 
disease,  mental  illness,  or  mental  retardation. 
Speech  and  language  testing  may  also  be  con- 


sidered. Extensive  review  of  realistic  expecta- 
tions of  the  device  arc  discussed. 

sur(;i:ry 

The  initial  incision  used  at  the  Medical  Uni- 
versity of  South  Carolina  is  an  interiorly  based 
post-auricular  llap.  The  incision  is  made  full 
thickness  through  the  scalp  onto  the  pericrani- 
um. The  flap  is  then  elevated  leaving  the  peri- 
cranium down  in  adults.  In  children  the  peri- 
cranium is  elevated  with  the  scalp  to  maintain 
adequate  soft  tissue  coverage.  After  the  llap  is 
elevated  a limited  mastoidectomy  is  per- 
formed exposing  the  short  process  of  the 
incus.  With  this  landmark  in  view,  the  middle 
ear  space  is  entered  anterior  to  the  facial  nerve 
and  posterior  to  the  tympanic  membrane 
(facial  recess).  The  round  window  niche  is 
visualized  through  this  opening  inferior  to  the 
stapes.  A small  hole  is  drilled  anterior-inferior 
to  the  round  window  niche  into  the  scala  tym- 
pani  of  the  cochlea.  The  electrode  is  then 
inserted  through  this  opening  and  until  the  22 
active  electrodes  are  within  the  cochlea.  The 
round  window  area  is  sealed  with  small  pieces 
of  fascia.  The  receiver  package  is  then 
recessed  into  the  temporal  cranium  and 
secured.  The  skin  flaps  are  sutured  in  layers 
and  a drain  is  placed  in  the  scalp  wound.  The 
drain  is  removed  on  post-operative  day  one 
and  the  patient  is  discharged  with  a pressure 
bandage  overlying  the  wound.  The  implant  is 
activated  six  to  eight  weeks  post-operatively. 
Adjustments  to  the  processor  occur  over  sev- 
eral months.  Ongoing  auditory  processing 
improvements  continue  to  be  observed  for  36 
months  or  more. 

MEDICAL  UNIVERSITY  OF  SOUTH 
CAROLINA  RESULTS 

Fifteen  patients  have  received  cochlear 
implants  at  the  Medical  University  of  South 
Carolina  since  1991.  In  our  series  there  have 
been  no  operative  complications.  The  most 
common  reported  complication  in  the  litera- 
ture is  breakdown  of  the  scalp  flap.  This  may 
be  prevented  by  preserving  the  post  auricular 
artery  within  the  design  of  the  flap.  Uncom- 


492 


The  Journal  of  the  South  Carolina  Medical  Association 


COCHLEAR  IMPLANTS 


mon  complications  include  infection  and 
facial  nerve  injury. 

All  patients  who  have  received  cochlear 
implants  have  been  aetivated  and  use  their 
devices  daily.  Individual  performance  varies 
but  all  patients  have  documented  improved 
vocal  monitoring,  perception  of  environmen- 
tal sounds  and  improvement  in  functional 
communication.  A typical  cochlear  implant 
audiogram  shows  thresholds  at  3()db  (mild 
loss  range)  for  frequencies  250  Hz  to  6()0() 
Hz.  (speech  frequencies).  Typical  auditory 
performance  (no  visual  cues)  for  speech  dis- 
crimination increased  from  an  average  of  two 
percent  to  71  percent  with  the  best  being  88 
percent.  When  auditory  and  visual  cues 
(lipreading)  are  available  speech  discrimina- 
tion improved  to  an  average  of  91  percent, 
with  the  best  being  100  percent.  One  of  our 
implant  users  can  converse  normally  on  the 
telephone. 

When  either  the  patients  or  their  families 
were  asked  if  the  implant  improved  communi- 


cations skills,  all  recipients  and  their  families 
report  improved  lipreading  and  communica- 
tion skills.  When  asked  if  they  would  repeat 
the  procedure,  all  recipients  responded  posi- 
tively. 

CONCLUSION 

Cochlear  implantation  can  provide  profoundly 
deaf  adults  and  children  a means  to  improve 
their  lipreading  and  communication  skills. 
The  procedure  has  a low  complication  rate,  is 
well  tolerated  by  patients,  and  should  be  con- 
sidered in  all  motivated  patients  with  severe  to 
profound  sensorineural  hearing  loss.  “1 
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SNORING  AND  SLEEP  APNEA:  EVALUATION 
AND  TREATMENT 

JOHN  G.  PHILLIPS,  M.  D.* 

CHARLES  E.  SMITH,  M.  D„  D.  M.  D,* 


Sleep-related  problems  are  one  of  the  more 
common  complaints  presenting  to  the  otolaryn- 
gologists' office.  Improved  patient  awareness 
and  a new  appreciation  by  the  physician  for  the 
importance  of  sound  sleep  has  brought  stan- 
dardized evaluation  and  treatment  for  sleep  dis- 
orders into  the  mainstream  of  medical  thinking. 

Generally  the  patient  comes  to  the  office  at 
the  urging  of  his  spouse  after  years  of  worsen- 
ing snoring.  Not  uncommonly  the  spouse 
states  that  not  only  has  the  snoring  worsened, 
but  that  now  the  patient  (usually  male) 
appears  to  stop  breathing  for  several  seconds 
many  times  during  the  night.  At  this  point,  the 
physician  should  consider  that  the  patient  may 
have  Obstructive  Sleep  Apnea  Syndrome 
(OSAS)  and  a thorough  history  and  physical, 
as  well  as  objective  medical  tests,  may  be 
required.  Some  definitions  needed  for  discus- 
sion of  OSAS  are  reviewed  in  Table  1 .' 

EVALUATION 

The  two  cardinal  manifestations  of  OSAS  in 
adults  are  loud  snoring  and  daytime  sleepi- 
ness, and  any  person  having  these  should  be 
considered  to  have  sleep  apnea  until  proven 
otherwise.  Not  only  can  OSAS  lead  to  poor 
sleep,  daytime  somnolence  and  behavioral 
changes,  it  can  also  cause  hypoxia,  hypercap- 
nia and  acidosis,  which  may  lead  to  systemic 
or  pulmonary  hypertension,  cor  pulmonale, 
cardiac  dysrrhythmias,  nocturnal  angina  and, 
even  death.  Some  minor  clinical  features  of 
OSAS  not  seen  in  every  patient  are  enumerat- 
ed in  Table  2} 

Physical  features  commonly  found  in  patients 
with  OSAS  include  obesity,  nasal  obstruction, 
hypertrophied  tonsils  and  adenoids,  redundant 
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TABLE  1 

APNEA  - Cessation  of  airflow  at  the  nostrils  and  the 
mouth  for  at  least  10  seconds. 

HM’OPNEA  - Fall  in  average  tital  volume  by  more 
than  50  percent. 

RE.SPIRATOKV  DISTURBANCE  INDEX  - 

Apnea  and  hypopneas  per  hour  of  sleep 

SLEEP  APNEA  SYNDROME  - Apnea  Index 
equals  or  exceeds  five  episodes  per  hour  or  30  over 
seven  hours.  The  syndrome  may  be  central, 
obstructive  or  mixed  in  nature. 


pharyngeal  mucosa  and  micrognathia. 

Diagnostic  testing  centers  on  the 
polysomnogram,  and  consists  of  simultaneous 
measurements  during  sleep  of  electronystag- 
mogram  (ENG),  electroencephalogram 
(EEG),  electrocardiogram  (EKG),  chest  respi- 
ration, nasal  and  oral  airflow,  oxygen  satura- 
tion and  myohyoid  muscle  tone,  as  well  as 
sleep  latency,  which  measures  the  time  it  takes 
a subject  to  fall  asleep.  The  study  has  tradi- 
tionally been  performed  in  a sleep  lab.  How- 
ever, the  use  of  in-home  studies  has  become 
more  common  and  is  usually  substantially  less 
expensive.  The  severity  of  OSAS  can  be 
gauged  by  the  findings  on  the  polysomno- 
gram. Generally  a respiratory  disturbance 
index  of  greater  or  equal  to  20  events  per  hour 
and  an  oxygen  desaturation  to  below  90  per- 
cent are  significant  and  may  require  treatment. 

Other  tests  for  OSAS  that  may  be  performed 
include  fiberoptic  endoscopy  to  localize  the 
site  of  obstruction,  cephalometric  x-rays, 
computerized  tomography  (CT)  scans  or  fluo- 
roscopy of  the  upper  airway  and  pulmonary 
function  tests. 
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( LINK  AL  MANIFKS  l A I IONS  OF 
OHS  I RUC  riVF  SLFFI*  APNKA  SY  NDKOMF  IN 
Tin:  ADULT 

MAJOR:  Snoring 

Day  time  sleepiness 

MINOR:  l^hysieally  restless  sleep 

Personality  change 
Cognitive  impairment 
Headaches 
Morning  conlusion 
Nocturia 

Noctnrnal  enuresis 
Impotence 


TREATMENT 

When  the  diagnosis  of  OSAS  has  been  made 
and  the  severity  assessed,  treatment  modalities 
must  be  eonsidered.  Medical  treatment  of 
OSAS  should  be  the  initial  therapy  considered 
in  most  cases.  Since  obesity  is  a common 
finding  in  patients  with  OSAS.  weight  loss 
will  generally  improve  the  severity  of  the 
sleep  apnea.'  The  mainstay  of  medical  treat- 
ment is  continuous  positive  airway  pressure. 
(CPAP).‘‘  This  has  produced  response  rates  as 
high  as  95  percent,  although  compliance  is  a 
problem  in  a significant  number  of  patients, 
given  the  noise  and  necessity  of  wearing  a 
mask  every  night.  CPAP  works  by  stenting 
open  the  hypotonic  and  collapsable  pharyn- 
geal and  hypopharyngeal  tissues;  thus  provid- 
ing an  open  airway.  More  recently  various 
oral  prosthetic  devices  have  proven  effective 
in  some  patients.  The  devices  function  by 
keeping  the  tongue  thrust  forward  during 
sleep.  Again,  compliance  has  been  a problem. 

SURGICAL  MANAGEMENT 

Surgical  procedures  have  been  developed  for 
the  treatment  of  OSAS  as  well  as  snoring. 
Nasal  obstruction,  although  previously  dis- 
missed as  a cause  of  OSAS  and  snoring,  can 
be  a major  factor  in  the  disorder  because  the 
nasal  airway  is  the  prefered  route  of  respira- 
tion both  during  sleep  and  when  awake.  It  is 
suggested  that  the  nasal  obstruction  should  be 
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treated  if  symptomatic  and  is  often  done  in 
conjunction  with  other  surgical  options.  Nasal 
obstruction  can  be  secondary  to  adenoid 
hyperplasia,  mucosal  edema,  turbinate  hyper- 
trophy, polyps,  nasopharyngeal  stenosis  or  a 
deviated  nasal  septum. 

.Since  the  site  of  obstruction  in  patients  with 
OSAS  is  often  within  the  pharynx,  the  focus 
ol'  the  most  commonly-performed  surgical 
procedure  is  to  remove  the  redundant  tissue 
toLind  in  that  area.  The  uvulopalatopharyngo- 
plasty  (UFPP),  as  originally  described  by 
Fujita  et  al  (1981  For  one  of  its  many  modifi- 
cations, effectively  opens  the  upper  airway  by 
debulking  the  palate  and  the  lateral  pharyn- 
geal walls,  diminishing  collapse  of  the  tissues 
into  the  airway  space.  It  has  been  about  50  to 
60  percent  successful  in  correction  of  OSAS 
and  about  95  percent  successful  in  relieving 
snoring.  Indications  for  UPPP,  as  opposed  to 
nasal  CPAP,  would  include  failure  to  comply 
with  the  CPAP,  and  the  non-obese,  younger 
adult  not  wishing  to  wear  a CPAP  mask. 

Tracheotomy  is  a procedure  which  is 
reserved  for  life-threatening  cases  of  OSAS 
which  have  not  responded  to  CPAP  and  in 
which  UPPP  is  unlikely  to  provide  significant 
improvement  in  apnea  index.  Although  the 
procedure  is  not  desirable  to  the  patient,  it 
may  provide  a temporary  solution  to  the  apnea 
while  the  patient  is  on  a weight-loss  program 
or  recovering  from  a severe  complication  of 
OSAS. 

Other  less  often  performed  surgical  proce- 
dures include  mandibular  advancement,  hyoid 
suspension  and  base  of  tongue  resection.  Also, 
a relatively  new  technique  in  the  treatment  of 
snoring  is  C02  laser  (LAUP).®  Performed  as 
an  outpatient  office  procedure  in  two  to  five 
visits  under  local  anesthesia,  the  soft  palate 
and  uvula  are  reduced  in  size;  thus  reducing 
the  vibrating  surface  which  causes  snoring. 
LAUP  is  indicated  for  snoring,  but  not  for 
OSAS.  Cure  rates  of  70  to  77  percent  have 
been  reported  with  little  morbidity. 

In  conclusion,  sleep  apnea  and  snoring  is  a 
widespread  disorder  and  has  significant  social 
and  medical  consequences.  Awareness  of  the 
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consequences  and  being  able  to  recognize  the 
problem  should  significantly  lower  the  long- 
term morbidity  associated  with  the  disorder.  “1 
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The  Bad  News  Can  Be  Good  News... 
If  It's  Detected  Early  Enough. 


Setting  New  Standards 

You  already  know  Bennett's  unique 
76  cm  focal  film-distance  produces  the 
images  in  the  industry.  Now  get  the 
inside  story  from  B & B X-Ray  on  how  the 
Contour's  patented  tilt  positioning  produces  dramatic 
mages  that  were  previously  unattainable.  And  it  provides 
with  the  ability  to  give  your  patients  critical  news  when  they 
need  to  hear  it.. .in  cancer's  earliest  stages. 


A True  Story 

Recently,  a patient  in  North  Carolina  discovered  a lump  in  her  breast  close  to  the 
chest  wall.  Doctors  and  technologists  were  unable  to  produce  an  image  of 
the  lump  with  their  existing  mammography  equipment  even  after 
repeated  exposures.  The  patient  was  at  risk.  The  doctors 
were  frustrated.  A visiting  technologist  suggested 
a trip  to  a nearby  medical  center,  whose 
resources  included  the  Bennett  Contour 


The  Contour  System 
pinpointed  the  lump  in 
one  exposure,  allowing 
for  a successful  and 
accurate  surgical 
procedure.  The  Contour 
gave  the  doctors  what 
they  were  missing... 
2 centimeters  more  breast 


Mammography  System. 

More  Breast  Tissue 


tissue  at  the  wall. 


HAY  FEVER:  PHARMACOTHERAPY  OR 
IMMUNOTHERAPY? 


WILLIAM  J.  FRAVEL.  M.  D.* 
THEODORE  A.  WATSON,  M.  D.** 


Hay  fever  is  a eomnion  eondition  which  affects 
between  30  and  50  million  Americans  each 
year  with  significant  symptoms  occLirring  over 
an  average  of  19  weeks  annually.  The  condition 
typically  occurs  early  in  life.  In  one  survey. 
3 1 .5  percent  of  the  patients  reported  the  onset 
of  symptoms  before  the  age  of  1 0.  Temporary 
disability  from  hay  fever  results  in  one  to  two 
million  days  lost  from  school  and  3.5  million 
work  days  lost  annually.  This  adds  up  to  an 
annual  cost  of  greater  than  $700  million  in  lost 
days  and  medical  expenses.'  - 

The  spectrum  of  symptoms  includes  rhinitis, 
sneezing,  itchy,  swollen  and  watei7  eyes,  post- 
nasal drainage,  sore  throat,  fullness  in  the  ears, 
fatigue  and  headache.  Intensity  of  symptoms 
ranges  from  mild  to  severe,  and  frequency 
varies  from  seasonal  to  perennial.  With  mild 
symptoms,  the  patient  may  only  require  antihis- 
tamines on  an  as  needed  basis.  Moderate  to 
severe  symptoms,  especially  over  a long  season, 
trigger  frequent  visits  to  the  physician’s  office. 

Chronic  hay  fever,  if  ignored  or  inadequate- 
ly treated,  may  lead  to  complications  that  can 
be  moderately  disabling.  Misuse  of  over-the- 
counter  nasal  sprays  results  in  chronic  rhinitis 
medicamentosLis.  In  the  average  ENT  office, 
we  frequently  see  patients  whose  serous  otitis 
media  has  progressed  to  repeated  ventilation 
tubes,  atelectatic  ears,  and  conductive  hearing 
loss.  Patients  with  chronic  nasal  inflammation 
from  allergy  may  ultimately  require  extensive 
sinus  surgery,  or  develop  nasal  polyps.  This 
progression  may  be  interrupted  by  learning  to 
recognize  which  hay  fever  patient  is  at  greater 
risk  and  by  giving  that  patient  appropriate, 
aggressive  and  cost-effective  treatment. 


*Nine  Richland  Park.  #510.  Columbia.  SC  29203. 
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What  is  the  best  course  of  action  for  these 
patients  who  frequently  present  to  our  offices? 
When  is  pharmacotherapy  appropriate'.'  What 
are  some  guidelines  to  determine  which 
patients  should  be  placed  on  immunotherapy? 

CUNICAL  APPROACH 

The  successful  management  of  inhalant  aller- 
gy is  based  on  the  triad  of  avoidance  of  the 
offending  allergen,  and  pharmacotherapy 
and/or  immunotherapy  as  needed. 

AVOIDANCE 

Regardless  of  what  else  is  done,  it  is  important 
not  to  ignore  this  phase  of  the  treatment.  The 
empirical  environmental  control  of  dust, 
molds,  animal  dander,  smoke  and  other  chemi- 
cal odors  and  fumes  within  the  home  may  be 
enough  to  spare  some  patients  extensive  phar- 
macotherapy or  immunotherapy.  Treating  car- 
pets and  drapes  for  mites,  enclosing  mattresses 
and  pillows  in  vinyl  cases,  eliminating  mold  in 
showers  and  air  conditioning  ducts,  and  instal- 
lating  a high-efficiency  air  filter  are  some 
common  “tools”  of  the  avoidance  approach. 
Cost-effective  allergy  “screening  tests”  (either 
skin  tests  or  in  vitro  tests)  may  help  pinpoint 
the  offending  allergens  (e.g..  dust  mite,  cat. 
common  molds)  which  need  to  be  eliminated. 
The  expense  of  a complete  allergy  work-up  is 
not  necessary  to  obtain  useful  information 
about  the  general  areas  that  are  affecting  the 
patient.  Using  the  patient's  history  as  a guide,  a 
eost-effective  screening  panel  of  perhaps  six  to 
10  antigens  accomplishes  this  purpose.  Drugs 
that  cause  nasal  congestion  (e.g..  some  antihy- 
pertensive drugs  and  antidepressants)  may  be 
replaced  and  any  foods  to  which  the  patient  is 
allergic  should  be  eliminated  from  the  diet.' 
For  the  patient  with  mild  to  moderate  symp- 
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toms  occuning  lor  tlirec  to  lour  weeks  one  or 
two  seasons  eaeh  year,  avoidanee  and/or  phar- 
maeolherapy  are  nsnally  snlTieieiU. 

PIIARMACOTUKRAPY 

Unlortnnately  many  tronhlesome  aeroaller- 
gens  eamiot  be  avt)ided.  Hyiiersensitivity  to 
sneh  allergens  is  one  of  the  major  indieations 
for  pharmaeotherapy  or  imnumotherapy.’ 
With  the  availability  of  H|  reeeptor  antagonist 
antihistamines,  inelnding  the  new  non-sedat- 
ing varieties,  eromolyn  sodium,  and  topieal 
and  oral  eortieosteroids,  a eombination  (sup- 
plemented by  deeongestants  as  needed)  ean 
nsnally  be  found  that  will  maximi/,e  relief  for 
the  majority  of  patients.  However,  there  are 
many  potential  adverse  reaetions  to  and  drug 
interaetions  with  both  antihistamines  and 
deeongestants.  Therefore,  in  some  patients 
immunotherapy  in  eombination  with  avoid- 
anee is  reeommended. 

IMMUNOTHERAPY 

Immunotherapy  is  nsnally  not  required  in  the 
management  of  patients  with  single  season  or 
mild  two-season  hay  fever.  However,  it  does 
offer  the  only  ehance  for  “enre”  for  inhalant 
sensitivities.’  Controlled  studies  establish  the 
effectiveness  of  immunotherapy  for  allergic 
rhinitis  related  to  various  antigens.’  Unlike 
pharmacotherapy,  immunotherapy  produces 
various  changes  in  the  immune  system  which 
may  be  responsible  for  the  relief  of  allergic 
symptoms.  These  are:  (I)  rise  of  serum  IgG 
“blocking  antibodies,”  (2)  suppression  in  the 
seasonal  rise  of  IgE  antibodies,  (3)  a decrease 
of  specific  IgE  antibodies.  (4)  an  increase  of 
blocking  IgA  and  IgG  antibodies  in  secre- 
tions, (5)  reduced  basophil  reactivity  to  aller- 
gens and  (6)  reduced  in  vitro  lymphocyte 
responsiveness  to  allergens.’ 

When  used  properly,  immunotherapy  can  be 
cost  effective.  If  it  prevents  repeated  office 
visits,  sinus  surgery,  lost  days  at  work,  and 
significantly  decreases  or  eliminates  the  medi- 
cation required  to  control  symptoms, 
immunotherapy  can  be  Justified,  as  the  daily 
use  of  one  of  the  new  non-sedating  antihis- 


tamines and  a topical  steroid  is  often  more 
expensive  than  immunotherapy.  Also,  if  quan- 
titative testing  is  used  as  a guide  to  the  initial 
dosing,  strong  therapeutic  maintenance  doses 
can  be  reached  sooner  and  as  safely  as  by  the 
single  dilution  testing  approach.’ 

The  following  table  modified  from  Mabry’ 
may  serve  as  a useful  guide  for  initiating 
immunotherapy. 


TABLE  1.  (;UII)EEINES  EOR 
IMMUNOIHERAPY 

Consider  immunotherapy  when  one  or  more 

of  the  following  is  true: 

1.  Symptoms  arc  not  controlled  by  pharma- 
cotherapy. 

2.  Pharmacotherapy  is  contraindicated  due  to 
adverse  reactions  or  drug  interactions. 

3.  The  allergen  is  not  easily  avoidable. 

4.  Symptoms  are  perennial  or  severe. 

5.  Complications  (e.g.,  chronic  sinusitis, 
nasal  polyps,  chronic  serous  otitis  media) 
occur. 


SUMMARY 

The  total  management  of  the  patient  with  hay 
fever  involves  a multifaceted  approach  includ- 
ing environmental  control,  pharmacotherapy, 
and  immunotherapy.  Pharmacotherapy  and 
immunotherapy  are  complementary  methods 
which  the  allergist  may  utilize  as  appropriate 
to  each  individual  patient’s  needs.  3 
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IF  SURGERY  IS  THE  LAST  OPTION  FOR 
SINUSITIS,  WHAT  IS  THE  FIRST? 

GREGORY  S.  PARSONS,  M.  D.* 

BRIAN  C.  WILSON.  M.  D.** 


In  the  United  States,  sinusitis  affeets  almost 
all  of  us  at  one  time  or  another  during  our  life- 
time. Fifty  million  patients'  during  the  next 
ealendar  year  will  have  treatment  for  a sinus 
infeetion,  and  treatment  cost  will  exceed  a bil- 
lion dollars.  Even  then,  chronic  sinusitis 
maybe  the  most  under  diagnosed  disease  in 
this  country. 

There  are  four  sets  of  sinuses,  i.  e.;  the  max- 
illary, ethmoid,  sphenoid  and  frontal  sinuses.- 
Pneumatization  of  the  sinuses  continues  well 
into  adulthood.  This  is  one  of  the  reasons  why 
many  patients  may  not  develop  significant 
problems  until  later  in  life  when  further 
growth  causes  anatomic  abnormalities.  The 
function  of  the  sinuses  include  humidification 
and  secretion  of  up  to  a quart  of  mucous  a day 
to  help  cleanse  the  air  that  is  inhaled.  If  the 
sinuses  were  solid  bone,  the  head  would 
weigh  substantially  more  and  the  voice  would 
be  substantially  less  resonant. 

Over  the  last  dozen  years  a much  better 
understanding  of  what  causes  sinusitis  has 
evolved  with  the  concept  of  the  osteomeatal 
complex.^  This  is  the  region  in  the  nose  where 
the  anterior  ethmoid,  maxillary  and  frontal 
sinuses  all  ventilate.  Blockage  in  this  area 
appears  to  be  the  key  component  in  the  cause 
of  chronic  sinusitis.  There  are  many  contribut- 
ing factors  to  obstruction  of  the  osteomeatal 
unit  including  environmental  (smoking,  air 
temperature,  or  chemicals),  physiological 
(vasomotor,  hormonal,  ciliary,  dyskinesia, 
cystic  fibrosis,  and  dehydration),  or  mechani- 
cal (septal  deviation,  excess  pneumatization  of 
the  sinuses,  foreign  body,  polyps).  Once 
obstruction  occurs,  oxygen  levels  decrease 
then  secondary  infection  develops,  and  the 

* 1565  Ebenezer  Road,  Suite  1 10,  Rock  Hill,  SC  29732. 
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resulting  symptoms  include  pain,  pressure, 
headaches  and  post  nasal  drainage  which  may 
be  clear  at  first  but  may  become  purulent  and 
occasionally  bloody.  A precipitating  upper 
respiratory  tract  infection  commonly  initiates 
the  obstruction  with  allergies  and/or  polyps 
being  the  next  most  frequent  cause. 

Our  goals  are  to  diagnosis  whether  infection 
is  present  and  prescribe  appropriate  treatment. 
Often  in  the  initial  stage  it  is  to  difficult  to  dis- 
cern whether  the  patient  is  having  an  allergic  or 
infectious  problem.  Allergy  symptoms  include 
a more  sudden  onset  of  sneezing,  itching  eyes, 
with  signs  of  infiamed  eonjunctiva  and  clear 
nasal  drainage.'*  Plain  x-rays  may  be  helpful  at 
this  point  but  they  are  most  diagnostic  for  sec- 
ondary maxillai7  or  frontal  sinusitis.  Unfortu- 
nately the  ethmoid  sinuses  which  are  the  key 
sinuses  involved  in  the  osteomeatal  complex, 
are  poorly  visualized  on  plain  films.  Limited 
CT  scans  (the  “sinus  screen”)  can  document 
the  key  area  (the  osteomeatal  complex),  ade- 
quately and  are  substantially  less  expensive 
than  a full  CT  evaluation  of  the  mid-face. 

In  treating  chronic  sinusitis  our  goals  are 
reduce  tissue  edema,  facilitate  drainage  and 
maintain  patency  of  the  sinus  ostea  which  will 
prevent  chronic  infection  from  developing. 
The  usual  treatment  includes  antibiotics, 
decongestants  (both  topical  and  oral)  and 
mucolytics. 

The  most  common  pathogens  in  our  hospital 
are  noted  in  Table  1 . 

Typical  treatment  for  sinusitis  in  the  acute 
phase  includes  a broad  spectrum  antibiotic 
that  provides  coverage  for  B-lactamase  posi- 
tive bacteria  which  are  the  major  sinus 
pathogens.  These  antibiotics  include  amoxi- 
cillin-clavulanate,  cefixime,  loracarbef,  cefa- 
elon  and  cefuroxime  axetil.  Treatment  for 
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TAHLK  1 

Common 

Fatliogens 

in  Acute  Maxillary  Sinusitis 

l{acterial  species 

Positive  Mo.  (%)** 

Streptococcus  pneumoniae 

92  (41%) 

1 laemophihis  influenzae 

79  (.25%) 

Anacrohcs 

10  (7%) 

Streptococcal  species 

16(17%) 

Moraxclla  catarrhalis 

08  (.2.5%) 

S t ra [1  h y 1 oc oc c u s a u rc  u s 

07  (2%) 

Other 

08  (.2.5%9 

patients/.J8.5  sinus  aspirates,  1975-1900.’^ 

comnuinity  acquired  and  uncomplicated 
sinusitis  usually  entails  a 10  to  14  day  course 
of  antibiotics,  with  decongestants  and/or 
nuicolytics.'’  Topical  vasoconstrictive  sprays 
can  be  used  if  there  is  sufficient  swelling  but 
should  be  limited  to  three  days  to  prevent 
rebound  eongestion.  For  patients  with  chronic 
or  recurrent  symptoms,  longer  treatment  with 
antibioties  (three  to  four  weeks)  may  be  need- 
ed. Follow-up  plain  x-rays  and/or  nasal 
endoseopy  can  be  helpful  to  make  sure  that 
the  active  process  has  resolved. 

In  the  pediatrie  age  group  there  are  slightly 
different  eriteria.  The  symptomatology  is  the 
same,  although  it  is  much  more  common  to 
have  signifieant  post-nasal  drainage  and 
ehronic  eough.  The  treatment  eourse,  espe- 
cially for  recuiTent  infections,  should  be  three 
to  four  weeks.  If  the  patient  has  an  allergie 
eomponent,  then  treatment  of  this  aspeet  of 
the  patients  eare  ean  significantly  improve  the 
overall  eourse  of  his  disease  process.  This 
may  inelude  deeongestants  and  nasal  steroid 
sprays  for  the  acute  proeess  and  antihistimines 
or  immunotherapy  for  chronic  management. 

For  patients  with  acute  symptoms  whieh  do 
not  resolve  in  the  first  72  hours  with  appropri- 
ate antibiotie  therapy,  antral  irrigation  fre- 
quently relieves  symptoms  and  also  allows 
culture.  For  patients  with  continued  symptoms 
an  extensive  eourse  of  antibiotics  over  three  or 
four  weeks  will  sometimes  elear  the  infectious 
process.  However,  adequate  nasal  examina- 
tion should  be  undertaken  to  help  eliminate 


the  possibility  of  obstructive  abnormalities 
including  anatomic  (deviated  septum),  polyps, 
or  tumors.  If  these  eomponents  are  present,  an 
otolaryngology  referral  is  in  order.  If  after 
four  weeks  ol'  medieal  therapy  the  patient’s 
symptoms  are  not  resolved,  then  a sinus  CT 
screen  should  be  obtained.  In  the  pediatrie  age 
group  the  treatment  course  should  extend  for  a 
longer  period  of  time,  at  least  six  to  eight 
weeks  with  broad  spectrum  antibiotics  before 
consideration  of  a CT  sean.  The  cost  of  CT 
scans  is  warrcnted  in  the  patient  who  is  refrac- 
tory to  acute  treatment,  or  in  the  patient  who 
has  had  a long  history  of  recurrent  infections. 

When  a CT  sean  is  ordered,  there  will  usual- 
ly be  one  of  three  results.  One  would  be  evi- 
dence of  continued  disease  which  will  nece.s- 
sitate  a surgical  opinion.  The  second  result 
would  be  anatomic  abnormalities  sueh  as  an 
unusual  formation  of  an  air  cell  near  the  open- 
ing of  the  maxillary  sinusitis,  (Halle  cell),  or 
an  abnormality  of  the  middle  turbinate  crowd- 
ing the  osteomeatal  complex,  (concha  bul- 
losa). Finally  there  will  be  many  patients  who 
will  have  a normal  x-ray.  It  is  important  to 
have  the  CT  read  by  a radiologist  who  is  both 
familiar  with  the  terminology  and  specific 
abnormalities  that  can  be  present.  Scans  can 
be  read  as  “normal”  even  though  there  are  sig- 
nificant anatomical  abnormalities.  In  the 
patients  that  have  normal  CTs  or  have  anatom- 
ic abnormalities  which  appear  to  be  minor;  an 
allergy  work-up  should  be  considered  if  a 
patient  has  allergic  symptoms.  Often  these 
patients  will  have  resolution  of  their  nasal 
components  without  surgical  intervention  if 
the  allergic  component  is  treated. 

Sinus  surgery  obstruction  of  the  primary 
sinus  openings  is  reserved  for  patients  who 
fail  medical  management  of  infection,  or  have 
major  polyps,  an  anatomic  obstruction,  evi- 
dence of  a tumor,  foreign  body,  mucocele  or 
pyocele. 

SUMMARY 

While  sinusitis  effects  a great  many  patients, 
the  vast  majority  of  can  be  controlled  with 
medical  therapy.  Understanding  the  physiolo- 
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gy  and  aggressively  treating  infection  will  pre- 
vent many  chronic  problems  from  developing. 

"1 
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SURGEONS:  COULD  YOU  USE  AN  EXTRA  $9,000? 


could  total  in  excess  of  $9,000  in  the  Army 
Reserve’s  Specialized  T raining  Assistance 
Program  (STRAP) . 

You  will  have  opportunities  to  continue 
your  education  and  attend  conferences,  and 
we  will  be  flexible  about  scheduling  the  time 
you  serve.  Your  immediate  commitment 
could  be  as  little  as  two  weeks  a year,  with  a 
small  added  obligation  later  on. 

Get  a maximum  amount  of  money  for  a 
minimum  amount  of  service.  Find  out  more 
by  contacting  an  Army  Reserve  Medical 
Counselor.  Call: 

CALL  COLLFXT 
S03-741-1856  OR  803-741-1857 

ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE: 


If  you’re  a resident  in  surgery,  the  Army 
Reserve  will  pay  you  a yearly  stipend  which 
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SO 

MANY 
PHYSICIANS 
BUYING  ON 


Dewees  Island,  SC? 


Located  only  a nine-niinute  terry  ride 

north  of  the  Isle  of  Palms  lies  one  of  the 
South’s  last  barrier  islancis  available  tor 
development. . .Dewees  Island,  SC. 

Dewees  Island  is  an  island  ot  over  1,200 
acres,  yet  environmental  covenants  limit  the 
number  of  homes  to  only  150.  And  with  over 
30  percent  ot  the  available  lots  sold,  an  inter- 
esting statistic  arises. . .almost  50  percent  ot 
our  buyers  are  physicians. 

Here’s  why: 

“I  can't  ima{yinc  a more  beautifully  preserved 
island  u’itiuu  a stoiie’s  throw  of  Charleston. 


Dewees  Island  has  the  visuvi  that  other  resorts 
will  wish  they  had.  " Dr.  Henri  Keiffer- 
Asheville,  NC 

“He  loved  the  seclusion  and  privacy.  ” 

Dr.  Allen  Mitchell  - Signal  Mountain,  TN 

“He  like  the  philosophy  of  development, 
ecologically  and  environmentally  and  plan  to 
retire  there."  Dr. Joseph  (Bubber)  McAlhany  - 
Greenville,  SC 

Come  explore  this  private,  oceanfront 
retreat... prices  start  at  SI 50,000.  with  2-acre 
oceantront  lots  from  S3 15,000. 

Call  1-800-444-7352 
car  (803)  886-8783. 

Pat  Ross,  Brokcr-Iii-Clhiri;c 
Dcirccs  hhwd  Real  E<hilc,  Inc. 

cabtain  the  property  report 
required  by  federal  law  and 
read  it  before  signing  anything. 

No  federal  agency  has  judged 
the  merits  or  value,  if  any.  of 
this  property. 


DEWEES 

ISEAND 


A PRIVATE.  OCEANFRONT 
ISLAND  RETREAT 
DEDICATED  TO 

ENVIRONMENTAL  PRESERVATION 


COMMON  VOICE  DISORDERS 


JANE  W.  RIESTER,  M.  D.* 
MICHAEL  HELLSTROM,  M.  D.** 


It  is  in  the  mechanical  production  of  sound 
that  the  variety  of  conditions  affecting  the 
voice  occur.  Serving  a dual  purpose,  the  lar- 
ynx acts  to  keep  intruders  out  of  the  tracheo- 
bronchial tree  and  yet  is  finely  tuned  to  pro- 
duce sounds  ranging  from  harsh  and  hard  to 
soft  and  sweet.  Most  individuals  quickly 
notice  when  their  voice  has  changedand  may 
describe  hoarseness,  raspy  or  breathy  quali- 
ties. It  is  somewhat  more  difficult  to  describe 
a normal  voice.  In  general,  normal  voice 
should  have  a pleasant  quality,  adequate  pitch 
for  gender  and  age,  appropriate  loudness  and 
adequate  flexibility  for  expression.' 

In  the  next  few  pages,  we  hope  to  simplify 
the  thought  process  involved  in  evaluating 
these  patients  and  give  a usable  frame  work  to 
which  to  approach  the  patients  from  the  non- 
professional, non-trained  vocalist  to  profes- 
sionals who  must  depend  on  their  voice  for 
their  livelihood  as  well  as  the  interesting  prob- 
lems posed  by  children,  adults  and  the  aged. 

Most  familiar  are  the  conditions  that  change 
the  mass  of  the  cord.  In  the  normal  state  the 
true  vocal  cords  are  similar  to  the  tight  strings 
on  a musical  instrument  and  therefore  any  in- 
egularity,  swelling  or  bowing  will  change  the 
normal  vibratory  pattern,  the  cords  in  fact  do 
have  a mucosal  wave  along  their  length  which 
is  easily  changed  by  any  mass  effect  on  the 
cord. 

Edema  of  the  vocal  cords  is  the  most  com- 
monly seen  in  chemical  irritation  of  the  cords 
by  gastroesophageal  reflux  or  tobacco  abuse. 
Diffuse  edema  may  also  occur  in  hypothy- 
roidism and  as  with  tobacco  abuse  may  even- 
tually result  in  vocal  polps.  Physical  findings 
in  patients  with  reflux  laryngitis  are  consis- 
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tent,  although  not  pathognomonic.  Mild  ery- 
thema of  the  pharynx  is  often  present,  but  the 
most  classic  sign  is  arytenoid  erythema,  often 
associated  with  edema  and  may  involve  the 
entire  larynx.  When  arytenoid  erythema  is 
caused  by  voice  abuse  and  frequent  throat 
clearing,  there  is  usually  corresponding  edema 
at  the  base  of  the  epiglottis.  When  the  ary- 
tenoid erythema  is  limited  to  the  posterior 
aspect  of  the  larynx,  reflux  is  the  most  com- 
mon cause  by  far.’ 

These  conditions  may  be  rcognizable  by  the 
history  but  laryngoscopy  ultimately  confirms 
the  diagnosis.  Indirect  examination  with  a 
laryngeal  mirror  works  well  with  most 
patients  but  is  difficult  if  a strong  gag  reflex  is 
present.  Fiberoptic  evaluation  via  the  nares 
can  easily  be  done  in  all  patients  with  the  use 
of  a topical  anestheitc.  More  recently 
videostrobolaryngoscopy  has  been  used  to 
evaluate  the  fine  movements  of  the  larynx  and 
has  the  advatage  of  recording  the  image  for 
comparison  after  treatment  as  well  as  in 
allowing  the  patient  to  actually  see  where  the 
problem  with  the  voice  lies.  This  new  tech- 
nique allows  the  physician  to  evaluate  the 
asymmetry  of  the  movement  of  the  vocal 
folds,  glottic  closure,  amplitude  of  the  vocal 
folds  and  the  mucosal  wave  form. 

Because  of  the  vast  number  of  diseases  that 
produce  a vocal  change  in  children,  some  of 
which  are  life-threatening,  progressive  change 
not  reverting  to  normal  for  a suitable  length  of 
time  should  stimulate  a thorough  exam.’ 
Laryngomalacia,  webs  of  the  glottic  area,  sub- 
glottic stenosis,  paralysis  of  the  vocal  cords, 
posterior  clefts  and  laryngotracheoesophageal 
clefts  are  associated  with  voice  change.  Papil- 
lomas of  the  larynx  require  early  diagnosis 
and  treatment  for  long  term  therapeutic 
results. 
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Vocal  nodules  are  commonly  seen  in  both 
children  and  atliills  from  over  use  or  abuse  of 
the  voice.  Much  like  the  callus  on  the  skin,  the 
vocal  cords  will  form  a firm  nodule  from  the 
repetitive  beating  together  of  the  cords  free 
edge.  Once  the  pattern  of  the  abuse  is  stopped 
they  may  resolve  spontaneously  though  allow- 
ing a speech  therapist  to  educate  patients 
regartling  proper  voice  use  and  avoidance  of 
bad  vocal  habits  will  not  only  speed  the  recov- 
ery process  but  hopefully  prevent  another 
recurrence  in  the  future.  The  elimination  of 
any  other  irritants  such  as  tobacco  and  acis 
renux  is  also  helpful. 

Hoarseness  accompanied  by  breathiness, 
dysphagia,  vocal  fatigue  and  aspiration  is 
commonly  seen  with  the  paralyzed  cord.  Trau- 
ma is  the  leading  cause  of  this  injury  and  may 
be  iatrogenic  (surgery,  intubation)  or  result 
from  external  injury  or  pressure  on  the  rec- 
CLirent  laryngeal  nerve.  A smaller  percentage 
of  vocal  paralysis  occurs  from  viral  injury  and 
may  resolve  over  a period  of  months.  The 
injeetion  of  Tetlon  paste  into  the  affected  cord 
has  long  been  a means  of  “medializing”  the 
cord  to  allow  for  adequate  glottic  closure  dur- 
ing phonation  and  swallowing.  The  disadvan- 
tage of  this  teehnique  is  that  it  alters  the  mass 
of  the  cord,  making  it  difficult  to  attain  the 
pre-injury  level  of  performance.  In  addition 
the  paste  cannot  be  removed  onee  plaeed  and 
results  in  an  irreversible  ehange  to  the  cord 
structure.  Sinee  the  mid-1970s,  Isshiki  type  1 
thyroplasty  has  been  gaining  popularity  for 
treatment  of  the  paralyzed  eord  as  it  not  only 
avoids  ehanging  the  vocal  mass  but  is  also 
reversible.  Under  local  anesthesia  a “window” 
of  laryngeal  eartilage  overlying  the  paralyzed 
eord  is  removed  and  a silastic  block  is  fash- 
ioned so  as  to  push  the  eord  to  the  midline 
onee  the  block  is  secured  in  place.^  The  use  of 
a fiberoptie  scope  allows  visualization  of  the 
larynx  onee  in  postion  and  ean  be  assesed 
while  the  patient  voealizes. 

Adductor  spamodic  dysphonia  vocal  disor- 
ders oeeuring  in  the  absence  of  any  struetural 


or  movement  abnormalities  in  the  past  were 
termed  futiclional.^  d'his  disorder  is  charaeter- 
ized  by  uncontrolled  pilch  breaks  and  hoarse- 
ness with  a loss  of  voice.  Patients  in  large 
series  of  study  have  often  been  through 
speech  therapy,  psychological  testing  and 
some  psychiatric  therapy.  A relatively  new 
treatment  for  this  disorder  involves  injection 
of  Botulinum  toxin,  d he  therapeutic  effects  of 
the  injeetion  last  approximately  six  months 
and  patients  rarely  return  to  the  pre-injection 
state.  .Side  effects  of  injections  include  reduc- 
tion in  swallowing  speed  and  voice  volume.^’ 
Not  to  be  overlooked  is  the  patient  with  a 
significant  history  of  tobacco  abuse,  who  is 
seen  by  the  family  doctor  with  odynophagia, 
otalgia  or  hoarseness.  If  these  patients  do  not 
improve  within  a week  or  two.  they  should  be 
evaluated  by  the  otolaryngologist.  Early  carei- 
nomas  of  the  voeal  cords  can  be  present  with 
any  of  these  symptoms  and  are  curable  in  over 
90  pereent  of  patients  if  found  at  an  early 
stage. 

In  summary,  vocal  changes  usually  represent 
fairly  common  entities  but  may  signal  life 
threatening  diseases.  New  techniques  sueh  as 
stroboseopy  for  evaluation  of  the  vocal  cords 
and  Botulinum  toxin  for  spasmodic  dysphonia 
are  reeent  introduetions  that  ean  vastly 
improve  the  treatment  and  diagnosis  of  vocal 
abnormalities.  n 
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OPTIONS  IN  COSMETIC  REHABILITATION  OE 
THE  AGING  EACE 


THOMAS  FUNCIK,  M.  D.* 
JAMES  F.  WHITE,  M.  D.** 


EVOLUTION  OF  THE  “AGING  FACE” 

The  sequence  of  changes  that  occur  in  the 
aging  face  is  relatively  uniform,  hut  the  rate 
may  vary  from  person  to  person.'  Beginning  at 
about  age  25,  the  eyebrows  begin  to  descend 
from  a point  well  above  the  supraorbital  bony 
rim  to  a point  well  below.  Sagging  of  facial 
skin  first  becomes  apparent  at  about  age  30, 
particularly  where  the  thin  skin  of  the  upper 
eyelids  overlays  the  nomial  palpebral  creases. 
At  about  the  same  time  the  melolabial 
(nasolabial)  folds  begin  to  deepen.  Forehead 
wrinkles  and  horizontal  skin  lines  at  the  lateral 
canthus  begin  to  appear  at  about  40  years  of 
age,  and  sagging  of  the  mandibular  line  occurs 
producing  the  undesirable  “jowled”  appear- 
ance. The  next  decade  introduces  further 
changes  about  the  eyes,  with  downward  slant- 
ing of  the  lateral  canthus.  The  nasal  tip  starts  to 
descend,  and  wrinkles  appear  in  the  perioral 
area  and  neck.  Some  resoiption  of  adipose  tis- 
sue in  the  temporal  and  cheek  area  occurs, 
which  gives  the  face  a hollowed  appearance.  At 
60  years  of  age,  the  illusion  of  decreased  eye 
size  becomes  pronounced  and  the  skin  is  thin- 
ner. By  70  years,  all  these  changes  combine 
with  progressive  subcutaneous  fat  resoiption. 

Other  changes  take  place  in  specific  areas. 
The  bones  of  the  skull  become  thinner,  thus 
causing  the  entire  skull  to  become  smaller. 
This  further  aggravates  the  problem  of  excess 
overlying  facial  tissue.  Eyebrow  descent  cre- 
ates excess  skin  above  the  eyes  which,  com- 
bined with  a weakening  of  the  orbital  septum, 
allows  intraorbital  fat  to  herniate  and  create 
palpebral  bags.  Resorption  of  alveolar  bone 
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results  in  an  excess  of  perioral  soft  tissue.  The 
well  defined  angle  between  the  submandibular 
line  and  the  neck  is  lost  with  age.  The  anterior 
free  edges  of  the  platysma  separate  and  lose 
tone,  which  creates  the  anterior  banding  or 
“turkey  gobbler”  deformity  so  characteristic 
of  the  aging  neck.  Frequently  a deposit  of  fat 
is  found  in  the  submental  area. 

The  facial  skin  itself  ages  both  intrinsically 
and  extrinsically.'  Intrinsic  aging  refers  to  the 
effects  of  chronology,  and  consists  of  atrophy 
and  loss  of  ground  substance.  Extrinsic  aging 
manifests  as  dysplasia  and  alteration  of  struc- 
ture. These  changes  result  from  environmental 
factors  such  as  ultraviolet  radiation,  cigarette 
smoke,’  alcohol  and  other  toxins.  Alone  with 
wrinkling,  other  age-related  changes  in  skin 
inelude  a loss  of  elasticity,  increased  laxity, 
roughness,  sallowness,  telangiectasia  and  mot- 
tled pigmentation. 

PSYCHOLOGY  AND  ATTITUDES 
TOWARDS  AESTHETIC  AND  AGE 
REHABILITATION  SURGERY 

In  the  past  20  years,  there  has  been  an  extraor- 
dinary increase  in  surgery  for  appearance. 
Over  10  years  ago,  Newsweek  described 
facelifts  as  the  “newest  middle  class  status 
symbol.”^  People  from  all  walks  of  life  seek 
cosmetic  surgery  for  various  reasons.  The 
majority  of  today's  aesthetic  surgery  patients 
are  not  wealthy,  but  have  middle  to  upper 
class  incomes. 

Not  only  are  more  people  seeking  sueh 
surgery,  but  the  surgery  is  now  available  to  a 
wider  group.  Fees  for  aesthetic  surgery  have 
not  risen  as  rapidly  as  those  for  many  other 
types  of  medical  care,  which  has  made  the 
surgery  more  affordable.  Explosive  develop- 
ment of  outpatient  ambulatory  surgery  centers 


October  1994 


507 


mi:  AGING  I ACi: 


and  olTicc-bascd  surgery  as  well  as  improve- 
inenls  in  aneslhelie  safely  have  letl  to  rapid 
advaneenieiU  and  improvement  in  siirgieal 
leehniqiies.  More  patients  are  ohlaining  belter 
residts. 

Coneern  for  one’s  appearanee  (as  opposed  to 
a laek  thereof)  is  eorrelaled  with  healthy  self- 
esteem. The  patient  who  presents  with  faeial 
signs  of  aging  may  have  been  entirely  satisfied 
with  his  or  her  appearanee  in  the  past,  but  may 
now  be  dissatisfied  simply  as  a result  of  the 
ehanges  brought  about  by  aging.  Aesthetie 
surgery  is  a means  of  helping  an  individual 
improve  his  or  her  self-image.  Signifieanl 
improvements  in  self-esteem  after  faeelift 
surgery  are  evident  time  and  time  again  in  for- 
mal researeh  and  in  elinieal  praetice. 

As  a person  ages,  his  or  her  body  image  lags 
behind  aetual  physieal  ehanges.  We  tend  to 
pereeive  aging  in  others  before  perceiving  it  in 
ourselves.  (Remember  your  last  class 
reunion?)  Facial  rejuvenation  surgery  brings 
one’s  appearance  more  in  line  with  one’s  self- 
image.  While  rejuvenating  facial  surgery 
obviously  has  limitations,  the  obvious  advan- 
tages for  career  and  social  aspects  of  life  are 
undeniable.  Up  until  a few  years  ago  even  the 
IRS  allowed  cosmetic  surgery  as  a business 
deduction  for  professional  people! 

OPTIONS  THE  FACIAL  PLASTIC  SUR- 
GEON CAN  OFFER  FOR  COSMETIC 
REHABILITATION  OF  THE  AGING 
FACE^ 

Facelift  (Rhytidectomy)  is  generally  divided 
into  three  components:  the  cheek  lift,  the  neck 
lift  and,  the  brow,  or  forehead  lift  (discussed 
below).  It  is  often  desirable  to  include  sub- 
mental  liposuction  to  correct  a “double  chin.’’ 
Local  anesthesia  with  or  without  I.V.  sedation 
or,  if  preferred,  general  anesthesia  is  used. 
Incisions  are  well  concealed  around  the  ear 
and  in  hairbearing  areas  of  the  scalp  to  cam- 
ouflage the  scars.  The  superficial  muscu- 
loaponeurotic  system  (SMAS,  a connective 
tissue  layer  continuous  (or  contiguous)  inferi- 
orly  with  the  platysma)  is  imbricated  and 
excess  skin  is  excised.  A firm  dressing  is 


worn  for  one  or  more  days.  .Swelling  and  dis- 
comfort, usually  not  painful,  will  generally 
subside  in  seven  to  10  days,  and  the  patient  is 
usually  quite  presentable  in  about  10  days. 

Improvement  depends  on  the  amount  of  lax- 
ity of  the  skin  and  underlying  SMAS.  If  laxity 
is  marked,  results  may  be  dramatic.  The  aim 
of  the  aesthetie  surgeon  is  to  create  a natural, 
rested  appearance.  Improvement  usually  lasts 
seven  to  10  years  with  gradual  laxity  occur- 
ring as  time  progresses.  Facelifts  turn  back  the 
hands  of  time  but  do  not  stop  the  clock  from 
running.  The  risks  with  an  experienced  sur- 
geon’s hands  are  minimal. 

Forehead  and  Brow  Lift.  Heredity,  age.  skin 
abuse  and  sun  exposure  can  cause  the  brow, 
temples  and  forehead  to  relax  and  descend. 
The  result  can  be  a fatigued  or  sad  look  and, 
when  pronounced,  even  an  angry  look.  The 
forehead  lift,  often  a component  of  the 
facelift,  is  designed  to  elevate  the  brows  and 
diminish  forehead  wrinkles  through  excision 
of  skin  in  or  behind  the  hairline,  completely 
hiding  the  scar.  Frown  lines,  due  to  hyperac- 
tive procerus  or  corrugator  supcrcilii  muscles, 
are  treated  with  cautery  or  excision. 

The  brow  lift  is  designed  to  remove  skin  just 
above  the  brow  to  improve  drooping  of  the 
brows  themselves.  The  direct  brow  lift  with 
the  incision  just  at  the  upper  border  of  the 
hairy  brow  is  sometimes  effective  in  women, 
while  the  mid-forehead  brow  lift  is  most  suc- 
cessful in  men  since  they  usually  have  numer- 
ous horizontal  rhytids  to  hide  the  scars. 

Blepharoplasty  is  performed  on  both  the 
upper  and  lower  eyelids  to  remove  excess  skin 
(dermatochalasis)  and  orbital  fat  herniating 
through  the  orbital  septum.  Incisions  are  made 
in  natural  skin  folds,  making  them  virtually 
Linnoticeable  after  they  are  healed.  In  patients 
where  there  is  minimal  excess  skin  overlying 
herniated  fat  pads  of  the  lower  lid,  a transcon- 
junctival approach  to  the  fat  can  be  used.  This 
approach  avoids  any  skin  incision  whatsoever, 
and  promotes  somewhat  quicker  healing. 

Chemical  Peel  (Chemexfoliation)  is  used  to 
smooth  out  fine  wrinkles  in  areas  where 
surgery  is  less  effective,  and  is  often  done  in 
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conjunction  with  other  facial  plastic  surgery. 
Over  the  years,  fine  lines  known  as  “crows 
feet”  appear  around  the  eyes,  and  small  verti- 
cal crinkles  develop  on  the  lips.  Some  patients 
develop  rows  of  fine  wrinkles  across  their 
cheeks,  giving  them  a weathered  appearance. 
A facelift  can  remove  sags  or  bulges,  but  a 
chemical  peel  is  required  to  smooth  out  the 
fine  wrinkles. 

The  agents  and  techniques  used  in  chemical 
peeling  are  undergoing  evolution.'’  Presently, 
several  options  include  the  deep  peel  (i.e.. 
Baker's  phenol  solution  for  penetration  to 
midrecticLilar  dermis),  the  medium  peel  (i.e., 
35  to  50  percent  TCA  for  penetration  to  upper 
reticular  dermis)  and  the  superficial  peel  (i.e., 
10  to  25  percent  TCA  or  Jessner's  solution  for 
penetration  to  papillary  dermis.  The  newer, 
milder,  glycolie  acid  peel  is  ideal  for  younger 
patients  and  can  be  repeated.  Local  anesthesia 
with  IV  sedation  is  generally  used  with  the 
deeper  peels.  Risk  includes  scairing,  which  is 
very  rare,  and  inappropriate  pigmentation 
problems  which  are  rare  if  sun  exposure  is 
avoided. 

Surgical  Treatment  of  Hair  Loss.  Nearly 
two-thirds  of  the  male  population  and  some 
women  suffer  some  hair  loss  with  aging.  The 
most  simple  and  widely  used  technique  for 
hair  restoration  is  called  a puneh  graft.  Small 
"plugs”  of  scalp  and  hair  follicles  (puneh 
grafts)  are  used  to  replenish  bald  areas  of  the 
scalp.  Because  of  the  need  for  spacing  to 
allow  revascularization  of  the  grafts,  it  takes 
four  or  five  sessions  to  complete  an  area.  Ses- 
sions can  be  as  frequent  as  three  weeks  apart. 
About  six  weeks  after  transplant,  the  hair  falls 
out  of  the  grafts,  with  new  hair  appearing  in 
about  three  months.  The  “doll’s  hair”  appear- 
ance which  hampered  earlier  transplant  efforts 
has  been  dramatically  reduced  due  to  newer 
techniques  using  mini  and  micro  plugs  (one  to 
two  hairs  per  graft)  to  feather  hairlines,  along 
with  proper  styling. 

Another  approach  to  hair  restoration  by 
using  scalp  flaps,  requires  more  surgery  but 
affords  better  results.  There  are  several  varia- 
tions but,  in  all  of  them,  large  sections  of  hair- 


bearing scalp  are  elevated  at  one  end  and 
rotated  from  the  temporal  and  occipital  scalp 
to  the  bald  frontal  area.  Because  the  hair  is 
never  separated  from  its  blood  supply,  there  is 
no  temporary  hair  loss.  Coverage  is  more 
rapid  and  is  permanent.  A uniform  hair  densi- 
ty is  achieved,  which  makes  it  easier  to  style 
the  hair  in  a conventional  manner.  The  possi- 
bility of  partial  loss  of  the  Bap  because  of  vas- 
cular embarrassment  is  a consideration. 

Rliinoplast}'.  Though  commonly  thought  of 
as  a procedure  for  the  young  and  middle-aged, 
rhinoplasty  has  gained  increased  popularity  in 
the  older  population  as  well.  Significant 
changes  associated  with  the  aging  nose  are 
due  to  gravity  and  atrophy  along  with  continu- 
ous life-long  nasal  growth.  Techniques  used  in 
the  younger  population  are  modified  signifi- 
cantly when  applied  in  the  aging  patient. 

Facial  implants  play  an  inereasingly  signifi- 
cant part  in  surgical  improvement  of  the  aging 
face.  Various  alloplastic  implants  of  firm  poly- 
mers, and  graft  materials  such  as  Gortex"  can 
be  used  to  fill  in  areas  where  atrophy  of  sub- 
cutaneous fat  has  begun  to  show  the  effects  of 
aging.  Other  smaller  defects  can  be  coirected 
temporarily  (three  to  five  months)  with  the 
implantation  of  commercially  prepared  colla- 
gen. 

The  Figure  represents  a case  example  of  a 
patient  who  underwent  facelift,  forehead  lift, 
blepharoplasty  and  perioral  chemical  peel. 

AN  APPEAL  TO  THE  PRIMARY  CARE 
SPECIALIST 

When  should  you  consider  referring  a patient 
for  facial  rejuvenation  surgery?  Proper  evalua- 
tion of  prospective  patients  requires  surgical 
plus  psychological  skill  and  experience.^  The 
patient's  motivation  should  be  self  generated 
and  not  the  result  of  external  forces.  The 
patient  should  have  a healthy  self-image. 
Finally,  the  patient  should  have  reasonable 
expectations. 

Patients  who  are  widowed  or  divorced  must 
be  free  of  major  depression  so  that  they  can 
withstand  the  brief  emotional  setbaek  which 
sometimes  oecurs  during  the  short  postopera- 
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Figure.  Preoperative  (left)  and  postoperative  (right)  photograph  of  a patient  who  underwent  facelift,  forehead 
lift  and  blepharoplasty. 


live  recovery  period.  Nonetheless,  these 
patients  can  often  benefit  tremendously  from 
increased  self-esteem  after  their  emotional 
trauma. 

In  terms  of  preventive  medicine,  continue  to 
warn  all  “tan”  patients  about  the  effects  of  sun 
on  aging.  As  a means  of  motivating  smoking 
cessation,  what  better  reward  could  a patient 
have  upon  realizing  a goal  of  smoking  absti- 
nence than  to  take  the  money  normally  spent 
on  cigarettes  and  use  it  for  cosmetic  rejuvena- 
tion of  the  aging  face?  □ 
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Thornton  & Thorne  give  the  medical  community  something  to  think  about  this  month. 


LAST  CALL  ON  DISABILITY  INSURANCE 

(AT  TODAY’S  RATES  AND  CONTRACTUAL  PROVISIONS) 


A near  crisis  atmosphere  exists  today  in 
the  disability  insurance  marketplace. 
Insurance  companies  are  experiencing 
significant  losses  and  are  scrambling  to 
stop  the  bleeding.  No  class  of 
insureds  is  going  to  be  more  affected 
by  the  restructuring  than  physicians. 

We've  written  several  articles  over  the 
last  few  years  predicting  the  changes 
that  are  occurring  now.  We  advised 
physicians  to  buy  all  the  noncancelable, 
individual  disability  insurance  they  could 
before  the  changes  occurred.  Time  to 
act  is  running  short. 

In  this  space  in  January,  1994,  we  wrote 

"...many  changes  have  occurred  in 
the  90's  and  many  more  will  occur  in 
the  next  few  years.  The  products 
available  to  protect  your  income  in 
January  1996  may  bear  little 
resemblance  to  those  available 
today". 


Reviewing  these  comments  in  October 
of  1994,  we  now  see  that  we  were 
optimistic.  The  rapidity  and  depth  of 
change  have  gone  beyond  what  even 
we  expected. 

These  changes  have  been,  and  will 
continue  to  be,  dramatic  and  far- 
reaching.  Companies  have  increased 
premiums  significantly.  You  can  expect 
further  increases.  They  will  shorten 
benefit  periods,  lengthen  elimination 
periods,  restrict  benefits  for  mental  or 
emotional  claims,  and  make  further 
restrictions  in  the  definitions  in  the 
policies. 

Both  health  and  financial  underwriting 
will  continue  to  get  tighter.  Certain 
medical  specialties  will  be  designated  as 
undesirable  due  to  adverse  claims 
experience. 


One  change  that  has  yet  to  happen,  but 
will  occur  soon,  is  the  introduction  of 
guaranteed  renewable  policies.  The 
premium  for  guaranteed  renewable 
policies  can  be  adjusted  as  experience 
dictates.  The  time  will  soon  come  when 
you  cannot  purchase  a policy  with 
guaranteed  premiums. 

GENDER  BASED  PRICING 

Most  major  companies  have  begun 
issuing  policies  which  have  sex  distinct 
premiums.  This  substantially  increased 
premiums  for  females.  Female 
physicians  should  purchase  policies 
as  soon  as  they  can  from  a company 
which  still  uses  sex  distinct  pricing. 
This  opportunity  will  only  be 
available  for  the  next  few  months. 

RECOMMENDATION 

What  should  you  do  about  all  of  this? 

In  a 1992  article,  we  made  the  following 
recommendation: 


"...purchase  as  much  individual,  non- 
cancelable  insurance  as  you  can  get. 
Once  issued,  the  premium  can  never 
be  changed  nor  any  restriction  put 
on  the  policy  regardless  of  what 
happens  in  the  future". 

"You  will  not  be  healthier  in  the 
future  than  you  are  today.  The 
premiums  will  not  be  as  low  as  they 
are  today.  The  policies  will  not  be  as 
good  as  they  are  today.  ACT  NOW." 

These  comments  are  even  more 
appropriate  today  than  in  1992.  SCMA 
members  get  a 25%  discount  on 
disability  policies  from  Connecticut 
Mutual.  This  contract  has  not  been 
changed  since  late  1992  but  change  is 
imminent.  It's  the  best  buy  available 
to  SC  physicians  but  you  must  act 
promptly. 

Views  expressed  herein  are  those  of  the  authors  only  and  in 
no  way  represent  the  SCMA.  We  do  not  give  tax  advice. 
Only  your  attorney  and  accountant  are  qualified  to  do  so 
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EVALUATION  OF  THE  NECK  MASS 


JEFFREY  R.  FENWICK,  M.  D.* 
RUSSEFF  D.  KITCH,  M.  D.* 


The  patient  presenting  with  a neek  mass  is  a 
fairly  common  oecurrenee  in  the  primary  care 
setting.  Evaluation  of  these  masses  requires  a 
careful  analysis  of  several  factors  in  order  to 
correctly  arrive  at  a proper  diagnostic  and 
therapeutic  approach.  The  inexperienced  clini- 
cian may  be  alarmed  at  a large  inflammatory 
mass  presenting  in  a child,  while  initially  less 
aggressive  in  evaluating  a more  subtle  mass  in 
an  adult  which  more  likely  represents  a malig- 
nancy. The  differential  diagnosis  of  the  neck 
mass  in  both  children  and  adults  is  quite 
extensive.  Table  I is  a partial  listing  of  the 
common  etiologies  of  neck  masses  in  both 
children  and  adults  in  the  approximate  order 
of  their  presenting  frequencies.  A detailed  dis- 
cussion of  the  various  entities  described  in 
Table  1 is  beyond  the  scope  of  this  article. 
Rather,  an  attempt  will  be  made  to  provide  a 
practical  framework  for  the  evaluation  of  the 
neck  mass  as  it  so  often  presents  in  the  prima- 
ry care  setting. 

HISTORY 

A careful  history  is  obviously  the  first  place  to 
start  in  evaluating  a neck  mass.  What  is  the 
patient's  age?  The  vast  majority  of  all  large, 
single  neck  masses  presenting  in  children  are 
benign  and  inflammatory  in  nature.  The 
reverse  is  true  in  adults,  with  most  single  neck 
masses  representing  either  a benign  or  malig- 
nant neoplasm.  The  clinical  chronology  can 
provide  important  clues.  Large,  rapidly 
appearing  neck  masses  are  often  inflammato- 
ry, while  slower  growing  masses  that  have 
been  present  for  several  weeks  to  months  are 
more  ominous.  Are  there  other  associated 
symptoms  such  as  fever,  sore  throat,  hoarse- 
ness, dysphagia,  weight  loss,  night  sweats, 
etc?  Is  the  mass  painful?  Pain  in  a neck  mass 

*9313  Medical  Plaza  Drive,  #301,  Charleston,  SC 
29418. 


tabit:  1 

MOST  COMMON  ABNORMAL  NTX  K MASSKS 

IN  CHILDREN  AND  ADULTS 

CHILDREN 

• palpable  lymph  node  or  mass  > 1 cm. 

• 70-90  percent  benign 

(a) 

Lymphadenitis: 

• staphylococcal,  streptococcal  (most 

common) 

mycobacterial 

cat  scratch  bacillus 

EBV  (Epstem  Boor  Virus) 

CMV  (Cytomegalovirus) 

Toxoplasma 

HIV 

(b) 

Congenital  neck  masses: 
• branchial  cleft  cyst 

cystic  hygroma 
hemangioma 
throglossal  duct  cyst 
dermoid  cyst 
thymic  cyst 

(c) 

Saliva  Gland  Infection  or  Obstruction 

(d) 

Malignancies 

• lymphoma 

• rhabdomyosarcoma 

• thyroid 

ADULTS 

• palpable  lymph  node  or  mass  > 1 ,5  cm. 

• 70-90  percent  malignant 

(a) 

Metastatic  Disease 

• squamous  cell  carcinoma  (vast  majority) 

• thyroid  carcinoma 

• non-thyroid  adenocarcinoma 

(b) 

Primary  Cervical  Neoplasm 

• lymphoma 

• thyroid/parathyroid 

• salivary  gland 

• paragangliomas 

• vascular  tumors 

(c) 

Congenital  Neck  Masses 
(see  under  children) 

(d) 

Lymphadenitis 

(e) 

Mucosal  Defects 

• laryngocele 

• Zenker's  Diverticulitis 

(f) 

Cutaneous 

• epidermal  inclusion  cyst 

(g) 

Lipoma 
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of  neoplastic  origin  is  Linconinion  until  the 
tumor  reaches  massive  size.  7'lie  patients 
social  history  should  be  noted,  especially  with 
respect  to  tobacco  and  alcohol  use.  Finally,  the 
patient  should  be  thoroughly  c|uestioned 
regarding  previous  exposure  to  infectious 
agents  in  other  family  members,  as  well  as 
exposure  to  radiation  and  other  environmental 
agents  in  the  past. 

PHYSICAL  EXAMINATION 

The  physical  exam  should  include  a careful 
assessment  of  the  mass  itself.  Note  should  be 
made  as  to  its  location  in  the  neck,  its  size, 
consistency  (i.  e.,  cystic  or  solid),  and  whether 
it  is  painful  to  palpation.  Solid,  rounded, 
multinodular  masses  which  seem  fixed  to  the 
underlying  structures  are  ominous  and  warrant 
careful  evaluation. 

The  patient  presenting  with  a neck  mass 
should  also  receive  a thorough  examination  of 
rest  of  the  head  and  neck  in  order  to  identify 
the  possible  source  of  the  mass.  While  exami- 
nation of  the  ears,  nose,  and  oropharynx  may 
seem  obvious,  many  other  potential  sources 
can  be  overlooked.  A mirror  examination  of 
the  hypopharynx  and  larynx  is  essential  and 
should  be  attempted  when  feasible.  The  scalp 
should  be  thoroughly  examined  for  signs  of 
infectious  and  neoplastic  processes.  A passing 
knowledge  of  the  lymphatic  drainage  of  the 
head  and  neck  is  helpful  in  identifying  a 
source.  The  location  of  a neck  mass  in  a spe- 
cific anatomic  region  can  direct  the  physician 
to  concentrate  his  or  her  examination  to  those 
areas  of  the  head  and  neck  drained  by  that  set 
of  lymph  nodes.  Figure  1 shows  the  major 
anatomic  areas  of  the  neck,  and  the  regions  of 
the  head  and  neck  that  drain  into  each  of  those 
areas. 

DIAGNOSTIC  STUDIES 

It  is  only  after  a careful  history  and  physical 
examination  that  the  physician  is  able  to 
decide  which  diagnostic  tests,  if  any,  may  be 
helpful  in  delineating  the  nature  of  a neck 
mass.  If  an  infectious  etiology  seems  likely,  a 
CBC  may  be  helpful.  Serologies  and  skin  tests 


Fi}>ure  1.  From  Diagnosis  of  Inllummatorv  Diseases 
of  Cervical  Lymph  Nodes.  Page  17.  Second  ediction 
published  1988  hy  Dr.  Peter  ,1.  Moloy.  I-Parotid; 
11-Suhmental;  Ill-.Suhmandihular;  IV-.Jugular- 
Digastric;  V-Mid-Jugular;  Vl-Lovier  Jugular; 
Vll-Spinal  Accessory;  VIIl-Transverse  cervical. 

for  various  infectious  agents  such  as  atypical 
mycobacterium  or  cat  scratch  disease  are  of 
limited  utility  and  should  be  obtained  sparing- 
ly. A CT  scan  of  the  neck  with  contrast  is 
helpful  in  determining  the  exact  location  and 
extent  of  the  mass,  as  well  as  whether  it  is 
cystic  or  solid.  Central  necrosis  and  fixation  to 
underlying  structures  are  ominous  findings. 
Ring  enhancement  can  signify  both  infectious 
and  malignant  lesions. 

MRI  scanning,  while  helpful  to  the  special- 
ist, is  probably  less  so  to  the  primary  care 
physician  as  an  initial  screening  technique  at 
the  present  time,  given  its  cost.  Ultrasound  is 
inexpensive  and  quick,  but  in  the  neck  its  use 
is  basically  limited  to  ascertaining  the  pres- 
ence of  fluid  in  a suspected  cyst  or  abscess 
cavity. 

Nuclear  imaging  studies  have  their  place  in 
the  evaluation  of  low  anterior  neck  masses  of 
suspected  thyroid  origin.  Aspiration  of  a sus- 
pected cystic  mass  can  provide  material  for 
both  culture  and  cytology  and  can  usually  be 
done  by  the  primary  care  physician.  Likewise, 
the  technique  of  fine  needle  biopsy  may  one 
day  be  a valuable  technique  for  the  primary 
care  physician  although  at  the  present  time  its 
practical  utility  is  limited  by  availability  of  the 
new  sub-specialty  of  cytopathologists,  usually 
found  in  large  academic  centers. 

Finally,  the  use  of  incisional  biopsy  in  the 
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primary  care  setting  should  be  discouraged  for 
the  following  reason.  Incision  into  a malig- 
nant neck  or  salivary  tumor  can  compromise 
cure,  as  it  disrupts  local  lymphatics  and  can 
increase  the  incidences  of  local,  regional,  and 
distant  metastases.  If  biopsy  is  contemplated, 
the  physician  must  be  prepared  for  definitive 
resection  should  frozen  section  study  of  the 
specimen  disclose  malignancy.  H 
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Dr.  Recommended:  All  Natural  Cures  for  Stress, 
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THE  EVALUATION  AND  DIAGNOSIS  OE  THE 
DIZZY  PATIENT 

W.  DAVID  ISENHOWER,  JR.,  M.  D.* 

RICHARD  M.  CARTER,  M.  D. 

PETER  C.  WEBER,  M.  D. 


The  complaint  of  dizziness  has  a plethora  of 
implications.  Dizziness  is  used  by  patients  to 
describe  weakness,  lightheadedness,  woozi- 
ness, a sensation  of  blacking  out  or  true  verti- 
go, or  whirling  sensation,  where  either  the 
patient  or  the  patient’s  surroundings  are  mov- 
ing about  them;  even  when  no  motion  is  actu- 
ally present.  This  last  description  is  often 
referred  to  as  vertigo. 

As  a patient  complaint,  dizziness  is  quite 
common.  It  has  been  reported  to  be  anywhere 
from  the  third  to  the  thirteenth  most  frequent 
reason  for  visits  to  internal  medicine  clinics.  It 
has  also  been  described  as  one  of  the  top  five 
complaints  seen  in  the  emergency  department. 
Any  otolaryngologist  will  also  tell  you  that 
dizziness  or  vertigo  is  a common  office  com- 
plaint. 

Fortunately,  most  complaints  of  dizziness 
can  be  classified  into  one  of  five  groups.  The 
most  frequent  group  would  be  that  of  vertigo. 
Vertigo  may  have  a peripheral  etiology  such 
as  Meniere's  disease,  benign  positional  verti- 
go, a perilymphatic  fistula,  an  auto  immune 
disorder  or  an  infectious  disorder  such  as 
labyrinthitis.  Central  vertiginous  disorders  are 
classically  those  of  stroke,  multiple  sclerosis, 
vascular  loop  syndrome  or  trauma.  A second 
major  category  of  dizziness  is  due  to  impaired 
perfusion.  The  perfusion  disorder  can  either 
be  of  a central  type  such  as  stroke  or  vascular 
spasm  or  it  can  be  more  of  a peripheral  type 
such  as  a basilar  artery  insufficiency,  static 
hypotension,  an  arrhythmia  of  some  type,  or  it 
may  be  associated  with  headaches.  The  third 
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category  can  be  described  as  a feeling  of  dise- 
quilibrium where  the  patient  complains  of  an 
inability  to  walk  straight  or  to  keep  one's  bal- 
ance when  standing.  These  difficulties  are 
usually  associated  with  multiple  sensory 
deficits.  The  fourth  category  would  be  those 
associated  with  metabolic  disorders  such  as 
hypo-  or  hyperthyroidism,  diabetes,  syphilis 
or  Cogan’s  syndrome.  The  last  category  falls 
under  the  group  described  as  psychogenic 
dizziness.  These  types  of  disorders  may  be 
associated  with  major  depression,  anxiety  dis- 
orders, psychosomatic  type  disorders  and  of 
course  we  also  have  to  rule  out  the  possibility 
of  secondary  gain  such  as  patient  seeking  dis- 
ability as  their  sole  motivation  for  complaint 
of  dizziness. 

Fortunately,  a complete  history  and  physical 
examination  with  appropriate  laboratory  and 
electrical  studies  allow  us  to  classify  the 
patient’s  dizziness,  pinpoint  the  diagnosis  and 
offer  treatment  to  most  patients.  The  puipose 
of  this  paper  will  be  to  highlight  some  of  the 
pertinent  historical  questions  that  need  to  be 
addressed  in  order  to  help  categorize  the  dizzi- 
ness as  well  as  the  important  physical  exami- 
nation findings,  laboratory  and  electrical  study 
findings. 

HISTORY  AND  PHYSICAL  EXAMINA- 
TION 

The  first  priority  is  to  establish  whether  or  not 
the  patient  indeed  has  true  vertigo  i.  e.,  sensa- 
tion of  the  rooms  spinning  or  moving  about  the 
patient  or  the  patient  spinning  or  moving  about 
a stationary  room.  The  reason  for  making  this 
distinction  from  that  of  other  types  of  dizziness, 
is  that  vertigo,  as  stated  eaidier,  can  usually  be 
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classifiotl  into  peripheral  or  eenlral  etiologies. 
Vertigo  also  may  require  dilTerent  studies  as 
eomixired  to  other  types  of  dizziness. 

I’atienls  who  eomplain  of  dizziness,  primari- 
ly with  standing  whieh  lasts  only  a brief  peri- 
od of  time,  should  be  evaluated  for  orthostatie 
hypotension.  This  may  be  performed  by  tak- 
ing the  patient's  blood  iiressure  in  the  supine 
position  and  then  again  when  standing  imme- 
diately and  again  after  five  minutes.  If  there  is 
a diserepaney  between  these  blood  pressures, 
sueh  as  a drop  in  blood  pressure  with  stand- 
ing, it  is  likely  that  the  patient  is  suffering 
from  impaired  perfusion  to  the  eentral  nervous 
system  with  standing  and  thus  has  orthostatie 
hypotension.  It  would  be  important  at  this 
point  to  inquire  what  medieations  the  patient 
is  on,  whether  any  new  medieations  have  been 
preseribed,  and  have  the  patient  evaluated  by 
his  internist  or  eardiologist.  It  is  also  impor- 
tant to  inquire  from  the  patient  his  cardiae  his- 
tory espeeially  interested  in  any  history  of 
myoeardial  infarctions,  arrhythmia  disorders, 
cardiae  medieations  or  diuretics  that  the 
patient  may  be  currently  taking,  since  this 
may  also  alter  blood  flow. 

If  the  patient  complains  mainly  of  dizziness 
with  head  extension  or  at  times  even  flection, 
concern  must  be  of  basilar  artery  insufficien- 
cy. This  diagnosis  is  not  uncommon  and  is 
especially  found  in  patients  with  cervical 
arthritis.  A lateral  and  AP  neck  x-ray  may 
help  confirm  a physician’s  suspicions  of  this 
diagnosis.  A history  of  transient  ischemic 
attacks  (TIAs)  should  also  be  elicited  from  the 
patient  as  this  can  be  an  indication  for  the 
feeling  of  dizziness  and  may  be  the  precipitat- 
ing cause.  Care  should  be  taken  to  determine 
whether  the  patient  is  on  anticoagulants  at  the 
time  to  help  diminish  the  opportunity  of  sub- 
sequent TIAs.  Regardless,  patients  should 
always  be  evaluated  for  carotid  bruits.  If  there 
is  also  concern  from  the  history  of  atheroscle- 
rosis or  the  patient  states  that  there  are  times 
when  he  feels  like  he  is  going  to  pass  out,  fur- 
ther investigation  with  carotid  Doppler  studies 
is  useful  in  determining  the  patency  and  the 
likelihood  of  atherosclerosis  as  a cause  for 


dizziness. 

Patients  whose  primary  complaint  is  that  of 
disequilibrium  need  to  be  asked  about  previ- 
ous strokes,  history  of  diabetes,  whether  or  not 
they  have  any  peripheral  neuropathies  and 
also  what  their  visual  acuity  is  as  well  as  if 
they  have  ever  had  any  difficulties  before  with 
their  balance  nerve.  Maintaining  one’s  equi- 
librium is  dependent  upon  three,  but  integrat- 
ing somatic  sensory  ques.  The  vestibular  sys- 
tem combined  with  the  visual  system  and  sen- 
sory inputs  from  the  lower  extremities  aid  us 
in  maintaining  balance.  Removal  of  any  one 
of  these  inputs  may  affect  the  patient’s  ability 
to  maintain  his  or  her  balance,  but  normally 
one  is  able  to  compensate.  Removal  of  two  or 
more  of  these  inputs  may  unfortunately 
severely  alter  our  equilibrium.  Thus  in 
patients  with  balance  disorders  it  behooves  us 
to  determine  which  inputs  are  affected  in 
order  to  properly  care  for  our  patients.  Thus  it 
is  important  to  establish  whether  or  not  the 
patient  has  any  visual  acuity  problems, 
whether  there  is  any  evidence  of  peripheral 
neuropathy  or  any  evidence  of  diabetes.  These 
may  all  lead  to  difficulties  in  the  maintenance 
of  balance  and  cause  disequilibrium.  It  is  also 
important  to  inquire  about  previous  vestibular 
deficiencies  as  well  as  inquiring  about  the  use 
of  various  vestibular  depressant  medications. 

A history  of  headaches  may  also  be  associ- 
ated with  complaints  of  dizziness  and  is  not 
uncommon.  The  headaches  may  be  of  the 
migraine  fashion  or  they  may  not.  It  is  impor- 
tant to  rule  out  any  type  of  intracranial  tumor 
or  increase  in  intracranial  pressure  as  an  etiol- 
ogy for  these  headaches,  but  it  should  be 
noted  that  dizziness  is  a common  complaint 
with  people  with  headache  disorders.  Neuro- 
logically  a seizure  disorder  must  also  be  enter- 
tained as  a possible  etiology  for  a complaint 
of  dizziness  and  if  the  patient  has  complaints, 
such  as  vague  feelings  of  blacking  out  or 
headaches  with  the  dizziness,  it  is  imperative 
to  have  a neurological  evaluation  in  order  to 
rule  out  a seizure  disorder. 

The  last  category,  psychogenic  dizziness,  is 
really  a diagnosis  of  exclusion.  It  should  be 
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considered  in  all  patients  that  have  either 
ongoing  or  previous  psychiatric  illnesses,  such 
as  major  depression  or  anxiety  disorders.  It  is 
also  important  to  inquire  about  secondary 
gain.  Some  patients  are  filing  for  workers' 
compensation  or  are  in  litigation  from  post 
trauma  and  thus  may  have  something  to  gain 
by  being  persistently  dizzy. 

Vertigo,  on  the  other  hand,  requires  a little 
bit  different  line  of  questioning.  It  is  important 
to  ascertain  when  the  vertigo  actually  occurs. 
Vertigo  that  is  associated  with  quick  head 
movements  or  turning  over  in  bed  quickly  or 
from  looking  side  to  side  that  lasts  anywhere 
from  a few  seconds  to  approximately  a few 
minutes  and  then  dissipates  quickly  should 
raise  the  concern  of  benign  paroxysmal  posi- 
tional vertigo  as  a diagnosis.  Other  etiologies 
could  be  related  to  cervical  vertigo,  especially 
if  the  patient  was  involved  in  a recent  trauma. 
The  cervical  vestibular  ocular  reflex  is  well 
documented  and  this  can  also  cause  symptoms 
of  this  nature.  The  treatment  for  these  two  eti- 
ologies is  quite  different.  Benign  positional 
vertigo  is  treated  with  vestibular  rehabilitation 
exercises  whereas  cervical  vertigo  is  best 
treated  with  cervical  collar  and  very  light 
vestibular  rehabilitation  exercises.  Benign 
positional  vertigo  also  should  have  a history 
of  being  fatiguable  on  examination  such  that  it 
is  reproducible  in  the  office  setting  with 
Hallpike’s  maneuvers  and  with  repeated 
Hallpike’s  maneuvers  the  severity  of  the 
episode  greatly  diminishes.  Unfortunately, 
Hallpike’s  maneuvers  may  fail  to  illicit  a 
response  thus  history  is  still  important. 

Patients  who  complain  of  vertigo  with 
straining,  blowing  their  nose,  post  trauma  or 
after  a recent  dive  must  have  the  consideration 
of  a perilymphatic  fistula  made  as  an  etiologic 
factor  for  their  vertigo.  This  can  best  be  veri- 
fied with  pneumatic  otoscopy  and  also  ENG 
pneumatic  otoscopy,  although  neither  is  100 
percent  diagnostic.  This  normally  occurs  from 
a small  defect  in  either  the  round  or  oval  win- 
dow causing  a leakage  of  perilymph  especial- 
ly under  increased  intracranial  pressure. 

Patients  who  state  their  dizziness  is  episodic 


in  nature,  the  vertiginous  attacks  last  any- 
where from  one  half  an  hour  to  a few  hours, 
such  that  they  are  incapacitated  and  must 
often  lie  down  until  the  attack  abates,  must  be 
considered  candidates  of  having  endolymphat- 
ic hydrops  or  Meniere’s  disease.  Meniere’s 
disease  is  a combination  of  tinnitus,  ear  full- 
ness, hearing  loss  and  the  vertiginous  attacks 
that  can  occur  episodically.  These  episodes 
maybe  daily,  weekly,  with  no  real  set  pattern. 
It  should  also  be  noted  that  not  all  patients 
with  endolymphatic  hydrops  experience  hear- 
ing loss,  tinnitus  or  fullness  in  the  ears  but 
may  have  some  sort  of  combination  of  these. 

Patients  who  complain  of  a severe  attack  of 
vertigo  that  lasted  for  approximately  24  to  48 
hours  and  since  that  time  are  having  difficulty 
with  their  balance  and  periodic  bouts  of  verti- 
go should  be  questioned  for  an  antecedent 
upper  respiratory  tract  infection  as  this  is  usu- 
ally associated  with  viral  labyrinthitis. 

A second  major  area  of  questioning  is  that 
of  association  of  hearing  loss.  This  can  be 
well  documented  with  an  audiogram.  Patients 
with  vestibular  neuronitis  may  or  may  not  also 
have  associated  hearing  loss  which  may  be 
mild  or  quite  severe.  Patients  with  Meniere’s 
disease  typically  demonstrate  a low  frequency 
sensorineural  loss,  but  in  those  patients  with 
long  standing  endolymphatic  hydrops  the 
hearing  loss  picture  may  show  a typical  Bat 
sensorineural  hearing  loss  across  all  frequen- 
cies. Typically,  benign  positional  vertigo,  cer- 
vical vertigo,  vertigo  associated  with 
headache,  does  not  demonstrate  any  correla- 
tion of  hearing  loss.  An  asymmetric  sen- 
sorineural loss  is  important,  especially  if  it 
demonstrates  a discrepancy  in  word  recogni- 
tion scores  as  this  may  be  a sign  of  an  acoustic 
neuroma  or  other  type  of  cerebellar  space 
occupying  lesion  and  should  be  investigated 
with  magnetic  resonance  imaging  with 
gadolinium. 

A complete  neurologic  history  is  also 
important  in  patients  with  vertigo.  Patients 
who  demonstrate  muscular  weakness,  difficul- 
ty with  speech  or  diplopia  may  have  a central 
etiology  for  their  vertigo.  Recent  drug  history 
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or  medication  history  is  important.  lYitients 
receiving  certain  kinds  of  antibiotics  such  as 
aminogylocidcs,  lasix.  or  chemotherapeutic 
agents  may  be  more  prone  to  vestibular  sys- 
tem insults.  It  is  also  important  to  inquire,  as 
stated  earlier,  about  the  overall  medical  condi- 
tion to  ensure  that  there  is  no  hyper-  or 
hypothyroidism  and  no  history  of  syphilis. 
These  metabolic  factors  can  all  be  checked 
with  routine  blood  screening.  Cholesterol  lev- 
els, thyroid  function  testing,  hemoglo- 
bin/hematocrit (especially  important  in  elderly 
patients  to  rule  out  anemia),  electrolytes,  glu- 
cose. ealeium  and  magnesium  are  important  to 
check. 

PHYSICAL  EXAMINATION 

It  is  important  to  perform  a complete 
otolaryngologic  and  neurologic  evaluation  of 
the  patient.  This  should  include  cheeking  all 
cranial  nerves,  cheeking  for  symmetric  muscle 
strength,  tone  and  reflexes.  Gait  should  be 
observed  with  turning  both  to  the  right  and  the 
left.  A wide  based  gate  or  difficulty  in  being 
able  to  turn  about  may  signal  some  type  of 
central  etiology.  This  central  etiology  is 
usually  in  the  cerebellum.  Gait  may  be  also 
assessed  by  asking  the  patient  to  walk  a 
straight  line  with  his  eyes  closed.  A patient 
with  a cerebellum  disorder  w'ill  normally 
deviate  to  the  affected  side.  Asynergia  tests 
are  also  important  to  assess  the  cerebellum. 
The  patient  may  stand  erect  with  his  eyes 
closed  and  is  instructed  to  bend  backwards. 
Normally,  one  will  automatically  flex  the 
knees  to  gain  postural  control  but  in 
cerebellum  disease  no  flexion  occurs  and  the 
patient  falls.  Similarly,  the  patient  is  asked  to 
move  forward  with  his  eyes  closed.  The 
patient  with  cerebellum  disease  may  fall 
because  the  feet  will  advance  but  the  trunk 
will  not.  Finally,  if  the  patient  in  a supine 
position  is  asked  to  rise,  the  normal  person 
raises  the  trunk,  while  those  with  cerebellum 
disease  utilize  the  feet  first.  Testing  for  this 
dysdiadoehokinesia  is  also  important  for 
testing  cerebellar  coordination  on  the  affected 
side.  Arm  tones  is  yet  another  test.  The  patient 
stands  erect,  extends  his  arms  forward;  if  one 
arm  consistently  drops  it  may  be  a sign  of  a 
cerebellum  space  lesion  on  that  side.  Barany's 


past  pointing  test  is  also  useful  for  testing  the 
cerebellum.  The  patient  is  asked  to  take  his 
index  finger  and  touch  his  nose  and  then  touch 
the  physician’s  finger  repealing  this 
movement  over  and  over.  The  patient  is  then 
instructed  to  close  his  eyes  and  continue. 
Normally,  no  past  pointing  or  deviation  is 
noted,  unless  there  is  a unilateral  irritative 
vestibular  or  cerebellum  lesion. 

Nystagmus  is  also  assessed  by  asking  the 
patient  to  follow  the  physician’s  index  finger 
with  only  his  eyes.  .Spontaneous  nystagmus 
with  these  maneuvers  is  pathognomonic  for 
some  type  of  vestibulopathy.  Upgaze  nystag- 
mus is  almost  always  associated  with  a central 
lesion  while  downbeating  nystagmus  is 
pathognomonic  for  Arnold-Chiari  malforma- 
tion or  basilar  arterv’  compression.  The  oculo- 
eelphalic  reflex  is  also  tested  by  asking  the 
patient  to  look  straight  ahead  and  the  physi- 
cian passively  moving  the  patient’s  head  right, 
left,  up  and  down.  Normally,  the  eye  should 
deviate  in  the  direction  opposite  the  move- 
ment. 

HALLPIKE'S  MANEUVERS 

The  evaluation  of  positional  nystagmus  with 
patients  with  complaints  of  vertigo  is  also 
essential.  These  maneuvers  are  well  known  to 
most  physicians.  With  the  patient  seated,  he  is 
asked  to  turn  his  head  to  the  left  or  right  very 
quickly  as  he  is  also  quickly  brought  down  to 
a supine  position.  The  patient  is  then  observed 
in  for  any  signs  of  nystagmus  and  of  vertigo. 
The  patient  is  then  brought  back  to  the  upright 
position  and  observed.  Frontal  lenses  are 
sometimes  required  in  order  to  actually  visual- 
ize nystagmus.  If  nystagmus  occurs  or  symp- 
toms arise  during  the  initial  move,  the  test  is 
repeated  in  order  to  check  for  fatiguability. 
Benign  positional  paroxysmal  vertigo  or 
BPPV  is  almost  always  associated  with  posi- 
tional complaints  that  do  fatigue  with  a nys- 
tagmus that  is  direction  fixed.  This  finding 
almost  always  indicates  a peripheral  vestibu- 
lar disorder  which  will  usually  respond  to 
rehabilitation  exercises  or  the  maneuver  of 
Epley.  Nonfatiguability  types  of  nystagmus  or 
vertiginous  symptoms  are  more  worrisome 
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since  they  may  indicate  a central  lesion.  If 
normal  Hallpike's  maneuvers  fail  to  illicit  a 
response,  it  is  wise  to  have  the  patient  demon- 
strate what  brings  on  his  nystagmus  in  the 
office.  It  is  important  to  remember  that  Just 
because  one  cannot  illicit  a response  in  the 
office  does  not  necessarily  mean  that  the 
patient  does  not  suffer  from  BPPV,  it  may 
mean  that  by  the  time  the  patient  is  seen  in 
your  office  his  response  for  that  day  has 
already  fatigued. 

It  is  essential  to  examine  the  ears  thorough- 
ly; and  this  is  best  done  under  the  microscope. 
Evidence  of  acute  otitis  media,  serous  otitis 
media,  cholesteatoma,  tumors,  or  drainage 
from  the  ear  may  all  predispose  to  vertigo  and 
this  condition  would  have  to  be  treated  first  in 
order  to  determine  whether  or  not  it  was  the 
offending  cause  of  vertigo.  Pneumatic  oto- 
scopy is  performed  in  order  to  determine 
whether  or  not  a positive  fistula  test  can  be 
elicited  as  a possible  etiology  for  the  patient's 
vertigo.  Examination  of  the  nasopharynx  and 
the  nasal  cavity  is  important  to  ensure  no  evi- 
dence of  sinusitis,  nasopharyngitis  or 
nasopharyngeal  mass  which  may  be  occluding 
the  eustachian  tube.  Although  a complete  oto- 
laryngologic examination  is  required,  particu- 
lar attention  should  be  paid  to  the  larynx  and 
base  of  tongue  if  the  patient  complains  of  otal- 
gia and  then  feelings  of  vertigo,  as  this  may  be 
due  to  referred  pain  from  a lesion  in  these 
areas.  It  is  important  to  auscultate  the  carotid 
arteries  with  a stethoscope  in  order  to  check 
for  bruits.  Fundoscopic  examination  of  the 
eyes  is  important  to  rule  out  increased 
intracranial  pressure. 

OFFICE  LABORATORY  TESTING 

The  first  laboratory  test  that  is  obtained  in  the 
office  is  that  of  an  audiogram.  It  is  important 
for  documentation  of  the  patient's  hearing. 
Many  vertiginous  and  dizzy  disorders  are 
associated  with  deereased  hearing.  Meniere's 
disease,  as  stated  earlier,  is  associated  with  a 
low  frequency  sensorineural  hearing  loss  to  a 
flat  loss  in  those  patients  with  more  advanced 
disease.  Vestibular  neuronitis  may  show  com- 


plete severe  sensorineural  hearing  loss  or  may 
demonstrate  no  hearing  loss  at  all  or  hearing 
loss  just  in  the  basal  turns.  Asymmetric  sen- 
sorineural hearing  loss,  especially  with  asym- 
metric decrease  in  work  recognition  scores, 
may  be  indicative  of  a cerebellum  space  occu- 
pying lesion.  Fluctuating  sensorineural  hear- 
ing loss  may  be  due  to  a perilymphatic  fistula 
or  if  the  fluctuating  sensorineural  hearing  loss 
is  bilateral,  one  must  entertain  autoimmune 
disease  as  a etiologic  factor. 

Complete  electronystagmography  or  ENG 
testing  is  also  essential  in  the  evaluation  of  the 
vertiginous  patient.  Electrodes  are  placed 
around  the  eyes  to  measure  nystagmus  electri- 
cally based  upon  certain  visual  and  thermal 
ques.  Saccade  movements,  pendular  tracking, 
optokinetic  gaze,  and  positional  testing  are  all 
evaluated  to  provide  insight  as  to  whether  or 
not  a central  lesion  may  exist.  In  addition, 
bithermal  calorics  or  the  Torak  monothermal 
caloric  test  may  be  utilized.  Both  of  these  tests 
are  used  to  ascertain  the  degree  of  vestibular 
function  on  each  side  and  to  determine 
whether  or  not  there  may  be  a peripheral 
vestibular  lesion.  If  no  nystagmus  is  seen  with 
cold  calorics,  ice  water  calorics  are  then 
applied  in  order  to  further  test  the  vestibular 
system.  Abnormal  caloric  testing  usually  indi- 
cates a peripheral  vestibular  lesion.  Rotational 
chair  testing  may  also  be  used  although  the 
usefulness  of  this  test  is  still  hotly  debated  as 
it  cannot  give  site  of  lesion.  It  only  indicates 
that  there  is  indeed  a discrepancy  in  the 
vestibular  system. 

A very  popular  test  of  late  is  the  computer- 
ized moving  platform  posturography  (MPP) 
device.  This  device  simply  controls  somatic 
sensory  and  visual  ques  allowing  for  the  eval- 
uation of  the  vestibular  spinal  system  in  isola- 
tion. There  are  six  conditions  associated  with 
this  standard  MPP.  The  first  three  involve 
standing  on  the  rigid  platform.  Visual  input  is 
then  manipulated  so  that  the  eyes  are  opened 
for  Condition  1,  closed  for  Condition  2 (much 
like  a Romberg  test)  and  then  opened  but 
unable  to  fixate  sense  of  visual  surround 
moves  and  coordination  with  body  sway,  Con- 
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dilion  3.  d'he  next  three  maneuvers  repeat  the 
\ isual  manipulation  but  this  lime  the  plall'orm 
is  sway  ret'ereneed  to  eliminated  the  somatie 
sensory  input  I'rom  the  feet.  Computerized 
posturography  may  be  impraetical  in  many 
olTiee  settings  due  to  the  technical  and  finan- 
cial constraints.  We  feel  these  conditions  may 
be  easily  assessed  in  the  office  with  a thick 
piece  of  foam  and  a Chinese  lantern  that  may 
placed  over  the  patient’s  head.  This  testing  is 
normally  referred  to  as  “Foam  and  Dome” 
testing.  The  Romberg  test  mimics  Conditions 
I and  2.  By  placing  the  lantern  over  the 
patient’s  head,  one  can  mimic  Condition  3 of 
MPP  because  the  patient  receives  no  fixed 
visual  support  and  cannot  fixate  gaze.  The 
patient  is  then  asked  to  repeat  Conditions  1-3 
by  standing  on  the  thick  foam  for  20-30  sec- 
onds for  each  condition.  The  foam  essentially 
eliminates  somatic  sensory  input  and  we  are 
able  to  test  the  vestibular  system  in  isolation 
much  in  the  same  manner  as  MPP.  In  a recent 
prospective  study  by  the  third  author;  the  sen- 
sitivity and  specificity  of  foam  posturography 
versus  MPP  demonstrated  that  the  most  com- 
mon abnormalities  w'ere  those  for  Conditions 
5 and  6.  This  is  to  be  expected  since  these  two 
conditions  rely  solely  on  the  vestibular  system 
for  information  pertaining  to  balance.  The 
sensitivity  and  specificity  of  the  Foam  and 
Dome  test  is  95  percent  and  the  80  percent 


respectively  for  patients  with  peripheral 
vestibular  lesions  and  had  a confidence  limit 
greater  than  95  percent  for  the  controlled 
patients.  Thus  Foam  and  Dome  testing  is  felt 
to  be  a practical  alternative  in  the  office  for 
those  who  do  not  have  assess  to  MPP. 

Radiologic  testing  at  times  is  essential  in 
evaluating  patients  with  dizziness  and  vertigo 
complaints.  The  test  of  choice  is  a MRI  scan 
with  gadolinium  which  will  almost  always  be 
able  to  demonstrate  any  type  ol'  lesion  along 
the  vestibular  auditory  neural  complex.  Where 
this  may  deviate  is  those  patients  who  have  a 
history  of  trauma,  in  those  cases  computerized 
tomography  or  CT  scan  with  fine  resolution 
cuts  of  the  temporal  bones  is  useful  in  evaluat- 
ing the  integrity  of  the  temporal  bone. 

SUMMARY 

in  conclusion,  the  assessment  of  the  dizzy 
patient  is  indeed  complex  and  far-reaching. 
The  expertise  of  family  practitioners,  internist, 
neurologists,  otolaryngologists,  and  neuro- 
surgeons at  times  is  essential  and  one  should 
not  feel  inhibited  about  referring  the  patient 
for  further  evaluation  to  our  colleagues  so  that 
the  patient  may  best  be  served  and  resolution 
of  the  patient’s  complaints  may  result.  3 
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It  is  a pleasure  to  co-edit  this  issue  of  The 
Journal  of  the  South  Carolina  Medical  Asso- 
ciation with  its  focus  on  Otolaryngology- 
Head  and  Neck  Surgery.  Our  specialty,  like 
all  others  in  medicine,  is  undergoing  relative- 
ly furious  changes  in  patient  referral  patterns, 
physician  autonomy  and  reimbursement  for 
services.  These  changes  are  the  source  of 
debates,  finger  pointing  and  a great  deal  of 
anxiety  for  all  of  us.  1 deal  with  residents  in 
training  every  day  and  hear  them  ask  just  as 
many  questions  about  practice  plans,  billing, 
and  CRT  coding  as  on  the  reasons  for  order- 
ing a given  test  or  performing  a given  proce- 
dure. This  is  the  reality  that  they  perceive  for 
themselves  when  they  finish  their  training.  I 
am  in  no  way  minimizing  their  concerns,  par- 
ticularly in  light  of  what  they  hear  and  see  in 
the  press  and  in  the  hospitals  and  offices. 
Through  this  issue,  and  with  the  help  of  my 
co-editor  and  co-authors,  I would  like  to  offer 
a perspective  on  what  really  counts  - the 
patients  we  treat.  The  financial  concerns,  end- 
less paperwork  and  faltering  image  that 
physicians  now  have  are  superseded  for  me 
daily  by  the  gratification  of  helping  our 


patients.  This  may  sound  trite  and  naive  but 
the  reality  is  that  all  the  business  problems 
will  be  there  after  this  current  wave  of  “man- 
aged care”  passes  and  the  next  one  gains 
momentum.  Our  patients  with  head  and  neck 
cancer,  the  children  with  congenital  deformi- 
ties and  those  with  all  the  other  ailments  we 
treat  will  also  still  be  there  and  will  expect  to 
be  taken  care  of.  One  can  argue  (and  we  do) 
about  responsibility,  liability  and  who-is- 
going-to-pay  for-what  but  the  clear  decision 
is  that  the  vast  majority  of  us  will  continue  to 
take  care  of  patients  regardless. 

Otolaryngology-head  and  neck  surgery  is  as 
comprehensive  a field  as  exists  in  medicine. 
There  is  an  opportunity  to  practice  primary, 
secondary  and  tertiary  pediatric,  adult  and 
geriatric  care.  I hope  this  issue  gives  the  read- 
ers a glimpse  into  our  specialty  and  the  infor- 
mation presented  is  useful  to  you  and  your 
patients. 

Marcelo  Hochman,  M.  D. 

Director,  Facial  Plastic  and  Reconstructive 
Surgery,  Department  of  Otolaryngology 
Medical  University  of  South  Carolina 
171  Ashley  Avenue,  Charleston,  SC  29425 
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I’lie  cover  illustration  is  I'roiii  a hand-colored 
lithograph  by  Dr.  J.  M.  Bougery  published  in 
Paris  in  18.12  (“Traite  Complet  de  L’ Anatomic 
de  12 Homme”).  Idthography,  “to  draw  on 
stone.”  was  introduced  by  Sennel'elder  in  Ger- 
many in  1796  as  a less  costly  alternative  to  the 
copper  plate  engraving.  The  image  was  drawn 
on  finely  polished  limestone  with  a greasy  ink 
and  then  a thin  layer  of  water  was  poured  onto 
the  tablet.  Paper  was  then  pressed  against  the 
stone,  and  the  elevated  ink  image  was  trans- 
ferred and  the  non-image  area  was  wetted 
with  water.  When  the  paper  dried,  the  litho- 
graph could  be  colored  by  hand.  The  image  of 
this  lithograph  was  probably  inked  on  zinc, 
which  was  an  improvement  from  the  fragile 
limestone.  Mechanization  of  lithograph  color- 
ing was  introduced  in  the  1830s  and  utilized 
successive  pressings  with  separate  palates  for 
each  color.  The  original  Cuirier  and  Ives  pas- 
toral scenes  were  printed  with  such  a process. 

The  early  anatomists  and  surgeons  were  one 
and  the  same.  As  structural  and  functional 
relationships  were  defined,  surgical  tech- 
niques were  created  or  altered  accordingly. 


The  first  oncologically-sound  operation  for 
cervical  metastases,  the  en  bloc  neck  dissec- 
tion introduced  by  Crile  in  1906  and  sub- 
squently  refined  by  Hayes  Martin  in  the 
1940s,  was  based  on  careful  study  of  the  cer- 
vical lymphatics.  As  revealed  by  the  cover 
lithograph,  these  lymphatics  were  not  well 
delineated  in  the  mid- 1 9th  century.  The  newer 
“conservative”  neck  dissections  which  remove 
specific  cervical  lymphatics  while  preserving 
the  internal  jugular  vein,  spinal  accessory 
nerve  and/or  sternocleidomastoid  muscle  were 
also  developed  in  the  anatomy  and  autopsy 
laboratories  prior  to  use  on  cancer  patients. 
Future  developments  in  surgery  will  continue 
to  depend  on  cooperation  between  the 
anatomist,  pathologist,  and  surgeon. 

M.  Hochman,  M.  D. 

J.  David  Osguthorpe,  M.  D. 

Guest  Editors 

Department  of  Otolaryngology  & 
Communicative  Sciences 
MUSC,  Charleston,  SC  29425 
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LFXiISLATIVE  AFFAIRS  1994-95 

It  is  clear  that  health  system  reform  issues  will  be  back  on  the  legislative  agenda,  both  on  the 
national  and  state  levels.  Many  policy  advisors,  analysts  and  other  healthcare  consultants  predict 
that  the  real  reform  will  occur  on  the  state  level.  The  best  and  worst  reforms  could  indeed  happen 
at  the  hands  of  our  new  governor  and  state  legislators.  To  this  end.  the  alliance  is  working  with 
your  state  medical  association  to  develop  a "Grassroots  Network"  of  alliance  members  who  are 
willing  to  serve  as  “on-call”  advocates  for  the  lobbying  staff  of  the  SCMA.  The  details  of  this  pro- 
gram are  still  under  development.  What  is  clear  is  that  the  alliance  is  a group  of  your  strongest 
allies,  over  2. ()()()  strong  who  could  and  should  speak  out  for  the  best  interests  of  you  and  your 
patients. 

Among  other  legislative  efforts  this  year  is  the  voter  registration  drive.  Jury  duty  lists  are  gener- 
ated via  the  driver's  registration  data  bank. VOTER  REGISTRATION  IS  NO  EONGER  THE 
MECHANISM  FOR  SEEECTING  CITIZENS  FOR  JURY  DUTY.  So  please  register  to  vote,  if 
you  have  not  done  so  already.  If  you  don't  speak  up  for  yourself  and  your  spouse  doesn't  have  time 
either,  then  who  will  be  looking  out  for  you?  Stay  informed  this  year  and  let  your  opinion  be 
known.  The  South  Carolina  Medical  Association  Alliance  is  dedicated  to  adxocating  for  you  on 
the  legislative  front  this  year  more  than  ever  before.  Help  us  help  you!  Thank  you. 

Margarita  M.  Pate,  Chairman.  Eegislative  Affairs 
Stephanie  Evans,  Co-Chairman.  Eegislative  Affairs 
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AMA  POWER  Network  offers 
toll-free  hotline  on  reform 


The  AMA  has  created  a toll-free  hotline  offering  physicians  daily, 
up-to-the-minute  updates  on  the  status  of  health  system  reform  in  Congress. 

Call  the  hotline  at  (800)  833-6354. 

In  Washington,  D.C,  call  (202)  408-7678. 

This  service  is  part  of  the  POWER  (Physicians  Organized  to  Work  for 
Effective  Reform)  Network.  Each  day,  the  AMA  will  update  the  POWER 
Network  hotline  with  the  latest  information  on  the  House  and  Senate  floor 
debate.  Callers  will  hear  a message  describing  floor  activity,  its  impact  on 
organized  medicine  and  clear  instructions  on  how  they  can  have  maximum 
impact  on  important  upcoming  votes. 

Physicians  and  their  families  are  encouraged  to  contact  their  senators  and 
representatives  to  seek  support  for  organized  medicine. 

The  situation  in  Congress  changes  daily.  This  toll-free  number  will  help 
keep  physicians  informed  on  the  latest  developments. 

Callers  will  also  learn  how  they  can  add  their  voice  to  support  organized 
medicine's  agenda. 
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SOUTH  CAROLINA,  CLINTON  (COL- 
LE(ilK  COMMUNITY):  Immediate  opening 
for  BE/BC  Family  Medicine  physicians  to 
join  group  of  three.  No  OB.  Full  spectrum  of 
Famikly  Medicine,  including  industrial 
medicine.  Practice  located  in  college  commu- 
nity with  population  of  58,()()()  in  the  county, 
40  minutes  from  metro  area,  with  easy  access 
to  Blue  Ridge  Mountains  and  S.  C.  beaches! 
Two-year  income  guarantee  with  other  incen- 
tives tailored  to  specific  needs.  Excellent 
opportunity  to  play  a major  role  in  develop- 
ment of  medical  community.  Contact  Claudia 
King  collect  at  (803)  833-9132  or  write  c/o 
Physician  Sen’ices,  PO  Drawer  976,  Clinton, 
SC  29325. 

A lab  in  your  office  is  a proven  benefit  to 
your  patients,  your  practice,  and  your  inde- 
pendence. But  what  about  the  time-consuming 
aggravations  of  government  regulations,  sup- 
plier relationships,  personnel  training  and 
management,  quality  control,  record  keeping, 
and  thousands  of  other  details?  Lab  Partners’ 
turnkey  solution  does  it  all  for  you  at  a lower 
cost  than  you  can  do  it  for  yourself!  We  are  a 
new  kind  of  service  organization  that  works 
for  the  physician  to  provide  on-site  diagnostic 
testing.  Call  Lah  Partners,  Inc.  collect,  (704) 
542-1488,  or  fa.x  (704)  542-2151,  to  .see  one 
of  our  labs  in  action. 

ORANGEBURG  AND  CALHOUN  COUN- 
TIES have  practice  opportunities  for  graduat- 
ing residents/fellows  and  experienced  practi- 
tioners in  the  following  specialties:  Emergen- 
cy Medicine,  Family  Practice,  Oncology, 
Orthopedic  Sports  Medicine,  Physical 
Medicine  & Rehabilitation,  Surgery  and  Urol- 
ogy. Practice  incentives  and  relocation  assis- 
tance are  available.  Contact  Dr.  Cherniol,  The 
Regional  Medical  Center,  (800)  866-6045. 


TAX-FREE  OPPORTUNITY:  A shipment 
of  goods  and  materials  is  being  prepared  for 
shipment  to  Moscow  Pediatric  Infectious  Dis- 
ease Hospital  #5.  The  shortage  of  materials, 
equipment  and  supplies  as  such  is  severely 
inhibited,  and  also  the  practice  of  highly  con- 
fident physicians  and  nurses  in  their  special- 
ized hospital.  The  Agency  for  International 
Understanding  is  a 50 1C  not-for-profit  corpo- 
ration which  is  eligible  to  receive  tax 
deductible  donations.  If  you  have  equipment 
in  your  office  or  clinic  that  is  no  longer  in  use 
that  is  useful  or  supplies,  or  if  you  wish  to 
make  a cash  contribution,  it  would  mean  a 
great  deal  to  the  staff  of  the  hospital  and, 
moreover,  to  the  young  patients  that  they  treat. 
If  you  wish  to  donate  any  materials  or  sup- 
plies, you  may  ship  them  to  the  Guthrie  Clinic 
at  703  N.  Pine  Street,  Spartanburg,  SC  29303. 
If  you  will  assign  a fair  market  value  to  the 
item  in  your  correspondence  we  will  review 
same  and  send  you  a letter  for  same.  Items  are 
to  be  shipped  at  the  shipper's  expense.  We 
would  like  to  note  also  that  we  operate  on  a 
shoestring  budget  with  very  nearly  one  hun- 
dred percent  of  funds  going  into  the  relief 
effort.  If  you  are  in  a position  for  shipping 
materials  to  moscow,  this  would  be  much 
appreciated  also.  Contact  John  R.  Guthrie, 
E.xecutive  Director,  the  Agency  for  Interna- 
tional Understanding,  Inc.,  703  N.  Pine  Street, 
Spartanburg,  SC  29303. 
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why  Doctors  Recommend 
Us  Eor  House  Calls. 


Tem  DOrarv  ^ patient  needs  continued 
Ppt-Qpc-  care  after  discharge,  doctors 

count  on  INTERIM  HEALTH- 
CARE.. services.  As  one  of  the  nation’s  oldest  and 
largest  providers  of  qualified  specialists, 
INTERIM  HEALTHCARE 
services  represent  a complete  IbwA 
range  of  professional  nursing  h eal  t 
and  technical  disciplines.  Erom 
home  care  to  long-  and  short-  Formerly  Medical 


term  office  staffing,  we  offer  the  total  flexi- 
bility to  satisfy  every  level  of  care.  JCAHO 
accreditation  and  an  extensive  qualifications 
and  screening  process  reflect  our  commitment 
to  stringent  standards.  When  your  patients 

are  counting  on  you,  count  on 
the  INTERIM  HEALTHCARE, 
team  to  make  house  calls. 


H C A R E. 


Personnel  Pool® 


JCAHO  Accredited 


Anderson  803-225-2007  • Charleston  803-722-3005  • N.  Charleston  803-797-2942  • Greenville  803-233-1644 
Myrtle  Beach  803-236-7506  • Rock  Hill  803-324-4166  • Spartanburg  803-582-3010 


The  Law  Offices  of  Harry  A.  Hancock 

offering  competent  and  professional  services  in  the  following  areas: 


BUSINESS  PLANNING 

Partnership  formation  and  Agreements,  Professional  Corporation  organizations, 
Ikisiness  purchases,  and  Capital  financing  representation 

TAXATION 

• Tax  planning.  Tax  Ct)urt  & Refund  Forum  litigation 
• TEFRA  Partnership  compliance.  Audit  representation 
• Individual,  Partnership,  S Corpt)ration,  & Professional  Corporation  Returns 
• Revenue  Rulings,  13usiness  Purchase  strategies,  & Tax  shelter  consulting 

To  arrange  a consul  tat  io)i,  please  forward  inquiries  to: 

The  Law  Offices  of  Harry  A.  Hancock 
9(H  Callioini  Street 
Coiiunbia,  South  Carolina  29201 
Telephone:  (803)  771-0018 
Tax  (803)  771-0091 

Harry  A.  Hancock,  LL.M.,  Case  Western  Reserve  University, 

Responsible  Attorney 


Why  Fee  Only? 


In  today's e\ cr dial 
lenpiig  finandal 
markctplaie,  ohjec- 
tivin.  is  perhaps  the 
rarest  and  most  valu- 
able eoniniodity.  A 
fee  only  finandal 
planner  believes  that 
a sinnifieant  eonflict 
of  interest  exists  if 
any  adi  isor  stands  to 
personally  gain 
when  investment  and  other  planning 
reeommendations  are  implemented. 

As  a fee  only  financial  planner,  we 
are  compensated  solely  from  client 


fees,  and  in  order  to 
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GET  TO  KNOW  THEM 
Turn  Your  Receivables  Into  Cash. 


Finally,  a comprehensive  company  that  delivers 
what  you  really  need:  Capital,  hilling  expertise 
and  controlled  costs.  It’s  everything  you  want  from 
a medical  hilling  and  financial  services  company 
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efficiency,  electronic  billing,  tracking  andi 
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• Electronically  files  claims  and  features 
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Companion  Technologies  has  electronically 
paved  the  way  for  improved  office  efficiency 
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popular  Medical  Manager's  office  automation 
system,  is  the  only  system  you  need.  It: 
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ing detailed  patient  notes 
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Call  our  Nationwide  Toll-free  Sales  Number:  1-800-382-PAID  (7243)  Locally,  dial  699-2625  Fax:  803-699-2384 

IBM®  and  PS/2®  are  registered  trademarks  of  International  Business  Machines  Corporation. 

The  Medical  Manager®  Is  a registered  trademark  of  Personalized  Programming.  Inc. 


Practice 
slale-of-lhe- 
arl  medicine 
in  South 
Carolina 
with  PHP 
Healthcare 
Co  rp  o ra  tion. 


liy  focusing  (tii  total  patient  care  manage- 
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ers in  managed  care.  In  1993  alone,  our 
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CARE  SYSTEMS 


Equipped  with  on-site  laborator\’. 
x-ray,  mammography  and  phar- 
macy capabilities,  this  modern  and 
professionally  staffed  center  pro- 
vides state-of-the-art  medical  care 
and  emphasizes  teamwork.  Physi- 
cians must  be  board  certified  or 
eligible.  Basic  pediatric  experience 
is  desired.  You'll  be  able  to  take 
full  acK’antage  of  the  many  ameni- 
ties of  charming,  historic  Charles- 
ton with  our  flexible  scheduling  arrangements.  No  on-call  or 
in-hospital  responsibilities. 


As  a key  member  of  the  PHP  Healthcare  team,  you  \c  ill  enjoy 
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features  paid  malpractice  instirance  and  complete  freedom 
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Professional  Services  Division,  (800)  492-5525,  or  fax 
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The  Distinctive  Difference 


The  South  Carolina  Medical  Association  needs  your  continued  support  to  maintain  our  effec- 
tive advocacy  for  patients  and  the  practice  of  medicine.  The  voice  of  the  SCMA  is  heard  and 
respected  by  policy  makers  and  the  public  because  it  represents  the  collective  strength  of  doctors 
statewide.  One  physician’s  office,  a group  practice,  or  even  an  entire  chapter  of  a specialty  soci- 
ety does  not  have  the  power  to  succeed  against  the  various  interest  groups.  The  practice  of 
medicine  has  unifying  principles  which  are  centered  around  this  advocacy  for  our  patients.  Their 
well-being,  not  pecuniary  interest,  remains  our  foremost  commitment.  Unfortunately,  huge  well- 
financed  entities  seem  intent  to  interfere  with  our  principles  so  that  they  can  acquire  more  of  their 
own  “pr$nc$pal.”  It  is  easy  to  look  past  their  rhetoric  to  their  real  motive. 

Shareholders  of  large  health  care  companies  have  corporate  boards  and  highly-paid  executives 
(who  provide  no  care)  to  protect  their  profits,  cash  How  and  market  share.  Patients  have  us  and 
we  must  assure  that  they  continue  to  have  a choice  in  determining  the  who,  what,  where,  how  and 
when  that  surrounds  their  medical  care.  We  must  continue  to  have  a voice  in  all  decisions  regard- 
ing clinical  issues,  and  insist  that  barriers  to  care  be  removed.  The  cuiTent  political  climate  and 
corporate  philosophy  are  often  working  against  these  freedoms,  but  our  unifying  principles  can 
endure  through  the  strength  of  organized  medicine.  Your  SCMA,  particularly  when  combined 
with  other  members  of  the  House  of  Medicine  (American  Medical  Association,  county  and  spe- 
cialty societies),  can  and  must  prevail.  Your  membership  in  and  support  of  SCMA  gives  it  the 
necessary  clout  to  make  certain  the  inevitable  transformation  of  our  health  care  system  is  proper- 
ly executed. 

Membership  in  the  SCMA  benefits  you  professionally  and  personally  even  as  it  attends  to 
many  of  these  larger  political  and  policy  issues.  For  57  cents  a day,  after  tax,  you  receive  low  and 
stable  professional  liability  insurance  premiums,  participation  in  a physician  owned  managed 
care  organization  (Physicians  Care  Network),  an  excellent  health  insurance  plan,  continuing  med- 
ical education,  subscription  to  The  Journal  of  the  South  Carolina  Medical  Association,  low-cost 
disability  insurance  and  a host  of  other  products  and  services  you  and  your  loved  ones  need.  All 
of  this  is  available  to  you  at  least  in  part  because  of  the  hard  work  and  persistence  of  your  SCMA 
staff. 

Finally,  we  need  you  to  continue  to  stand  with  us  during  these  turbulent  times  for  our  profes- 
sion. Now  more  than  ever  it  makes  sense  for  us  to  “hang  tight  and  tough”  together.  Thank  you  for 
your  loyalty  and  support. 
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O.  Marion  Burton,  M.  D. 
President 
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PART  2:  INTRODUCTION 


In  this  issue  of  T/ie  Jourmil  of  the  South  Car- 
olina Medical  Association,  we  present  the 
second  group  of  authors  on  Alzheimer’s  dis- 
ease (AD).  Dr.  Mitchell  Wolin  provides  read- 
ers a lucid  account  of  visual  disorders  which 
may  occur  in  AD.  Dr.  Michael  Malone  gives 
a concise  review  of  multi-infarct  dementia 
and  its  relationships  with  AD.  Dr.  Kimford 
Meador  offers  new  insights  into  the  complex 
issues  involved  in  developing  successful 
treatment  stategies  for  the  cognitive  deficits 
of  AD,  including  the  use  of  high-dose  thi- 
amine. Dr.  Jacobo  Mintzer  and  Dr.  David 
Bachman  give  us  new  approaches  to  the  com- 
prehensive management  of  the  cognitive  and 
behavioral  disturbances  of  AD,  including  the 
importance  of  caregiver  support.  In  the  final 
paper,  I address  the  issue  of  aluminum  neuro- 
toxicity and  its  possible  association  with  AD. 

We  hope  that  you  will  find  Part  2 just  as 
useful  and  interesting  as  Part  1.  As  Guest 
Editor  I wish  to  thank  each  of  the  contribut- 
ing authors,  as  follows: 


*W.  Jennings  Bryan  Dorn  VA  Hospital,  Columbia,  SC 
29201. 


Ruth  K.  Abramson,  Ph.  D. 

David  Bachman,  M.  D. 

William  L.  Brannon,  M.  D. 

Carol  B.  Cornman,  R.  N.,  P.  A. 

G.  Paul  Eleazer,  M.  D. 

Elaine  M.  Erank,  Ph.  D. 

Youjie  Huang,  M.  D.,  M.  P.  H. 

Caroline  A.  Macera,  Ph.  D. 

Michael  J.  Malone,  M.  D. 

Kimford  J.  Meador,  M.  D. 

Jacobo  E.  Mintzer,  M.  D. 

William  K.  Scott,  M.  S.  P.  H. 

Mitchell  Jay  Wolin,  M.  D. 

Lore  K.  Wright,  Ph.  D.,  R.  N.  C.  S. 

I also  wish  to  thank  the  Editor  of  The  Jour- 
nal, Dr.  Charles  S.  Bryan;  the  Managing  Edi- 
tor, Ms.  Joy  Drennen;  and  my  colleagues  of 
the  Editorial  Board  for  their  support  of  these 
special  issues  to  honor  the  memory  of  Profes- 
sor Dr.  Alois  Alzheimer  on  the  13()th 
anniversary  of  his  birth.  Prosit!  D 
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ALZHEIMER’S  DISEASE  AND  THE  EYE* 

MITCHELL  JAY  WOLIN.  M.  D.** 


“I’m  having  trouble  reading.”  'I'liis  is  an 
extremely  common  complaint,  but  what  do 
we  do  when  the  patient’s  exam  is  normal? 
Hirst  of  all,  we  must  understand  what  is 
meant  by  iioniial.  The  typical  ophthalmologic 
examination  does  not  specifically  test  integra- 
tive visual  functions,  which  require  higher 
cortical  interpretation;  this  is  frequently 
where  such  patients  show  difficulty.  Aware- 
ness of  the  various  ocular  problems  that 
Alzheimer’s  disease  (AD)  patients  may  have, 
even  in  the  presence  of  a normal  standard  eye 
exam,  is  extremely  important  in  reaching  the 
proper  diagnosis,  and  possibly  in  enabling 
treatment.  A few  simple  tests  can  be  incorpo- 
rated into  the  exam,  if  necessary.  Utilizing  a 
few  tests  that  evaluate  visual  integrative  func- 
tion will  help  the  clinician  understand  the 
complaints  of  visually  symptomatic 
Alzheimer’s  patients. 

VISUAL  ASSOCIATION  AREA  DAM- 
AGE 

Most  acuity  tests  require  the  patient  to  read 
individual  letters.  There  is  no  routine  test 
done  to  assess  a person’s  ability  to  make 
understandable  words  out  of  the  letters. 
Therefore,  it  can  be  very  helpful  to  have  the 
patient  with  possible  AD  read  a paragraph 
aloud.  A patient  may  have  nearly  normal  acu- 
ity, and  yet  have  great  difficulty  in  reading  a 
paragraph.  Trobe  describes  a 69-year-old 
retired  engineer  who  complained  that  he 
could  not  read.  He  noted  that  objects  would 
“pop  in  and  out  of  my  sight.”  He  often  had 
more  difficulty  with  large  headlines  than  with 
ordinary  newsprint.  Upon  reading  a para- 
graph, the  patient  stumbled  in  several  ways. 


*From  the  Department  of  Ophthalmology,  University  of 
South  Carolina  School  of  Medicine,  Columbia,  SC. 

**Address  correspondence  to  Dr.  Wolin  at  Anderson 
Eye  & Ear  Associates,  PA,  1655  East  Greenville  St.,  PO 
Box  1226,  Anderson,  SC  29622-1226. 


He  would  wander  off  onto  the  wrong 
line;stop  unprcdictably,  as  if  blocked;  and 
misread  simple  words.  Although  his  acuity 
and  fields  were  mildly  abnormal,  his  difficul- 
ty in  reading  far  exceeded  what  one  would 
expect.’ 

Studies  have  demonstrated  defects  in  AD 
patients  in  the  following  areas:  Visuospatial 
memory,  visuoconstructional  ability,  visuop- 
erceptual  ability,  visuospatial  learning,  facial 
recognition  and  facial  recognition  memory.^ 
Let  us  try  to  define  these  vague  terms.  Visu- 
ospatial  memory  refers  to  a patient’s  ability  to 
retain  a mental  image  of  his  surroundings, 
and  to  sueeessfully  navigate  through  the  envi- 
ronment. An  elderly  woman  may  have  diffi- 
culty in  finding  her  way  back  to  her  bedroom 
from  the  bathroom  while  at  her  .son’s  house. 
Visuoconstructional  ability  is  tested  by 
whether  or  not  a patient  can  copy  simple  geo- 
metrical figures.  Visuoperceptual  ability  gen- 
erally is  used  to  describe  an  individual’s 
sophistication  in  describing  a complex  pic- 
ture. The  patient  may  be  able  to  describe  indi- 
vidual elements  in  a picture,  but  not  be  able 
to  integrate  them  into  a whole  meaning.  For 
example,  a patient  may  describe  different 
pails  of  a picture,  such  as  a horse,  man,  and 
field,  but  not  be  able  to  realize  that  it  is  a pic- 
ture of  a farm.  From  a practical  standpoint, 
one  may  show  a patient  a complex  picture 
from  a magazine  and  ask  the  patient  to 
describe  it.  When  the  response  is  abnormal, 
this  is  commonly  called  simultanagnosia. 
This  may  be  isolated,  or  be  a part  of  Balint’s 
syndrome,  which  may  be  seen  in  AD.  These 
patients  have  difficulty  in  exploring  space, 
poor  hand-eye  coordination  (optic  ataxia), 
and  abnormal  control  of  eye  movements  (psy- 
chic paralysis  of  gaze).^ 

How  do  we  obtain  visual  information  about 
a picture  or  scene?  We  utilize  what  has  been 
refeired  to  as  a visual  scanpath.  It  has  been 
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demonstrated  that  there  are  speeifie  visual 
strategies  that  subjeets  use  to  examine  an 
informative  visual  scene.  This  is  the  combi- 
nation of  vertical  and  horizontal  eye  move- 
ments used  to  look  at  the  various  parts  of  the 
scene.  AD  patients  may  have  visiiospatial 
dysgnoski,  and  therefore  may  have  abnormal 
scanpaths.  With  such  a problem,  there  will  be 
no  substantial  strategy  of  gaze.’  A patient’s 
level  of  confusion  in  trying  to  interpret  a pic- 
ture will  be  increased,  possibly  because  of 
incomplete  visual  information.  This  may  con- 
tribute to  simultanagnosia.  There  also 
appears  to  be  a slowing  of  the  time  needed  to 
encode  visual  information. 

Visiiospatial  learning  has  been  tested  in 
patients  by  comparing  their  abilities  utilizing 
visual  versus  auditory  clues.  Facial  recogni- 
tion refers  to  the  ability  of  patients  to  recog- 
nize familiar  faces,  a complex  task.  A deficit 
of  facial  recognition  is  referred  to  as 
prosopagnosia.  Facial  recognition  memory 
can  be  tested  by  showing  patients  a picture  of 
a face  and  having  them  identify  the  similar 
face  in  a group  of  photographs  subsequently 
presented. 

Trobe  et  al  have  recently  devised  a series  of 
clinical  tests  to  allow  easier  and  more  accu- 
rate diagnosis  of  the  visual  problems  of  AD 
patients.'*  These  tests  are  as  follows: 

1.  Identification  of  line  drawings,  such  as 
eyeglasses,  a cat,  an  airplane; 

2.  Identification  of  three  line  drawings  that 
overlap  each  other; 

3.  Identification  of  line  drawings  “masked” 
by  hatched  lines  drawn  over  the  picture 

4.  Identifieation  of  a line  drawing  that  is 
broken  up  into  three  parts  on  the  page 
(fragmented  forms).  (I  might  add  that  I 
had  some  trouble  with  this  one!  It  was  a 
hoe,  something  that  I never  saw  in  my 
New  York  suburbian  childhood!); 

5.  Having  the  patient  place  cross  marks  on 
each  of  multiple  short  lines  on  a test  page 
(line  cancellation); 

6.  Line  cancellation  with  a higher  density  of 
lines  on  the  page; 

7.  Reading  a paragraph; 


8.  Putting  together  a simple  puzzle.* 

While  this  battery  of  tests  may  eventually 
be  commercially  available,  at  present,  one 
can  create  an  appropriate  group  of  tests  when 
needed,  keeping  in  mind  the  ideas  discussed- 
above. 

Pathologically,  neuronal  degeneration,  neu- 
rofibrillary tangles,  and  neuritic  plaques  have 
been  discovered  in  the  visual  association  cor- 
tex and  high-order  visual  association  cortex.'* 
Biochemical  assay  of  AD  associated  protein 
was  described  by  Ghanbari  et  al.  They  uti- 
lized ALZ-30,  a monoclonal  antibody  that 
reacts  against  brain  tissue  homogenated  from 
AD  patients.  They  state  that  this  biochemical 
assay  is  a useful  adjunct  to  the  clinicopatho- 
logical  diagnosis  of  AD.** 

CONTRAST  SENSITIVITY 

The  ophthalmologist  typically  tests  visual 
acuity  with  a distance  Snellen  chart,  which 
has  dark  letters  against  a white  background. 
This  is  a high  contrast  situation;  patients  with 
mild  defects  of  contrast  sensitivity  will  be 
missed  (a  “false  negative).  Similarly,  near 
vision  is  tested  with  a reading  card  at  14  inch- 
es, using  the  patient’s  bifocals.  This  is  also  a 
high  contrast  test.  Contrast  sensitivity  may 
need  to  be  specifically  tested  by  utilizing 
gratings  of  light  and  dark  bars,  and  by  mea- 
suring the  patient’s  ability  to  distinguish  the 
gratings. 

Overall  loss  of  contrast  sensitivity  is  consis- 
tent with  frequent  complaints  of  poor  vision 
in  AD  patients.  Whether  this  loss  occurs  more 
at  high  frequency  or  at  low  frequency  is  still 
debatable.*’’ 

COLOR  VISION 

Dyschroniatopsia,  or  abnormal  color  vision, 
may  be  one  manifestation  of  the  optic  neu- 
ropathy of  AD.  It  has  been  noted  that  AD 
patients  often  are  unable  to  perform  well  with 
eolor  test  plates,  which  possibly  can  be 
attributed  to  visiiospatial  difficulties  instead 
of  simple  color  deficiencies.'  However,  on 
Farnsworth-Munsell  testing,  it  has  been 
shown  that  AD  patients  may  be  able  to  name 
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the  colors,  hut  are  unable  to  arrange  them  in 
l^roper  order. 

STERKO  VISION 

Croniti-Ciolomb  evaluated  stereoacuity  in  AI) 
patients  utilizing  the  Randot  Stereo  Acuity 
test.  I’hey  attributed  the  poor  perrormance  of 
their  patients  to  the  known  pathological  status 
of  extrastriate  cortex  in  this  disorder.  It  was 
noted  that  previous  studies  have  suggested 
that  the  right  hemisphere  has  a greater  impact 
on  stereoaeuity  than  the  left  hemisphere.'' 

abn()rviautip:s  of  saccades 

There  are  numerous  other  abnormalities  of 
ocular  function  that  can  occur  due  to  AD. 
These  can  give  visual  symptoms,  but  the 
patient  may  not  be  easily  able  to  describe 
them.  Fixation  instability  is  a common  find- 
ing. A normal  individual  will  exhibit  a small 
number  of  what  are  referred  to  as  saccadic 
intrusions  (square  wave  jerks  or  SWJs).  Typi- 
cal saccades  are  voluntary  fast  eye  move- 
ments, such  as  when  looking  from  one  object 
to  another.  SWJs  are  small  saccades  which 
are  involuntary  breaks  off  fixation  that  occur 
up  to  six  times  per  minute  in  normals, 
(specifically,  their  amplitude  is  1.75  to  6.5 
degrees).  An  increased  frequency  of  saccadic 
intrusions  in  AD  patients  can  be  correlated 
with  the  severity  of  the  dementia."’  In  addi- 
tion, forcing  a patient  to  fixate  often  will 
increase  the  frequency  of  the  saccadic  intru- 
sions. Patients  with  symptomatic  square  wave 
Jerks  may  possibly  benefit  by  treatment  with 
methylphenidate  (Ritalin)." 

Saccadic  latency  is  a difficulty  with  the 
amount  of  time  it  takes  to  initiate  fixation  on 
a desired  target,  and  is  controlled  by  a com- 
plex process  in  the  brain.  This  difficulty  with 
triggering  of  saccades  is  correlated  with  over- 
all disease  severity,  but  not  directly  with 
dementia  alone.-  The  delay  in  saccadic  laten- 
cy can  be  accurately  measured  with  eye 
movement  recording  equipment. 

PURSUIT  EYE  MOVEMENTS 

Pursuit  (or  slow)  eye  movements  are  often 


abnormal  as  well.  Pursuit  eye  movements  arc 
used  to  follow  objects  in  motion.  With  loss  of 
normal  smooth  pursuit,  catch-up  saccades  are 
required.  In  AD  patients,  the  frequency  of 
catch-up  saccades  is  increased,  giving  a chop- 
py appearance  to  the  pursuit.  The  ratio  of  eye 
velocity  to  target  velocity,  known  as  mean 
pursuit  gain,  is  abnormally  low,  so  that  catch 
up  saccades  must  be  utilized  to  keep  the  eye 
following  the  target.'- 

ANTISACCADES 

An  interesting  research  test  is  the  anti-sae- 
cade.  The  patient  is  instructed  not  to  look  at  a 
flashed  target,  but  rather  to  look  at  an  equal 
distance  in  the  opposite  direction.  AD 
patients  often  have  great  difficulty  with  this, 
presumably  due  to  a loss  of  ability  to  sup- 
press the  superior  colliculus.  This  has  been 
referred  to  as  the  visual  grasp  reflex  in  AD.^ 

OPTIC  ATROPHY 

There  is  some  controversy  in  the  literature  as 
to  whether  or  not  optic  atrophy  and  concomi- 
tant ganglion  cell  loss  occur  as  part  of  AD. 
According  to  Tsai  et  al,  AD  patients  had 
detectable  nerve  fiber  layer  damage  in  the 
retina  (implying  damage  to  retinal  ganglion 
cells),  utilizing  red  free  photography.  There 
was  also  an  increase  in  cupping  of  the  optic 
disc  in  their  patients.''  These  findings  have 
been  variable  in  studies  by  other  authors,  and 
therefore  there  is  still  controversy  as  to 
whether  or  not  clinically  significant  optic 
atrophy  can  be  solely  attributed  to  AD. 

It  has  been  noted  by  Trick  et  al  that  AD 
patients  may  show  specific  defects  in  motion, 
assessed  by  dynamic  random  dot  displays. 
These  functions  are  particularly  dependent  on 
what  is  refeiTed  to  as  the  M-cell  system  of  the 
retinal  ganglion  cells.” 

ELECTRORETINOGRAPHY  (ERG) 
AND  VISUAL  EVOKED  POTENTIAL 
(VEP)  ABNORMALITIES 

There  are  conflicting  results  in  studies  of 
ERGs  in  AD.  The  pattern  electroretinogram 
(PERG)  can  show  low  amplitude  compared  to 
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normals.  The  Hash  ERG  is  normal.  It  is  felt 


that  this  difference  is  due  to  abnormalities  of 
the  retinal  ganglion  cells  and  axonal  depletion 
of  the  optic  nerve."  Again,  these  results  were 
not  consistently  found  by  other  authors. 

The  Hash  VEP  P2  wave  is  thought  to  rellect 
the  integrity  of  higher  cortical  areas,  whereas 
the  pattern  VEP  is  felt  to  be  generated  in  the 
primary  visual  cortex.  A delayed  VEP  P2  has 
been  shown  to  occur  in  AD,  and  its  latency 
increases  throughout  the  course  of  the  dis- 
ease.- 

SPEC!  AND  PET  SCANS  OF  VISUAE 
PARTS  OF  THE  BRAIN 

Positron  emission  tomography  (PET)  studies 
have  shown  that  cerebral  hemispheric 
hypometabolism  is  not  evenly  distributed  in 
AD  patients.  Rather,  it  is  most  evident  in  the 
posterior  parietal  lobes  and  adjoining  tempo- 
ral and  occipital  lobes.  Patients  with  signifi- 
cant visLiospatial  dysfunction  typically  will 
have  relative  hypometabolism  in  the  right 
parietal  lobe.' 

In  Balint’s  syndrome,  single  photon  emis- 
sion computed  tomography  (SPECT)  and 
positron  emission  tomography  (PET)  may 
show  hypoperfusion  and  hypometabolism  in 
the  posterior  parietotemporal  regions,  with 
relative  sparing  of  the  visual  cortex.’ 

TREATMENT 

Biochemical  changes  in  the  brains  of  AD 
patients  include  a reduction  in  the  muscarinic 
and  nicotinic  receptors,  and  decreased  activi- 
ty of  choline  acetyltransferase  and  acetyl- 
cholinesterase. Tacrine  hydrochloride  is  a 
new,  centrally  active,  reversible  cholin- 
esterase inhibitor.  It  is  the  first  drug  approved 
by  the  FDA  for  the  treatment  of  AD.  It 
increases  release  of  acetylcholine,  and  is  also 
believed  to  have  multiple  effects  on  several 
other  neurotransmitter  systems.  Significant 
functional  improvements  with  the  use  of 
tacrine  have  been  shown  in  some  studies,  but 
these  evaluations  are  difficult  to  perform. 
Side  effects  of  tacrine  may  be  significant, 
including  transaminase  elevation,  nausea  and 


vomiting,  diarrhea,  and  skin  rash.'''  Tacrine 
can  be  used  in  combination  with  lecithin.  The 
typical  dose  of  tacrine  is  80  mg/day  at  an 
approximate  cost  of  $110  per  month.  Weekly 
transaminase  levels  should  be  monitored  until 
the  daily  dosage  has  been  stabilized.  Most 
studies  have  looked  at  cognitive  impairment, 
and  exact  measurements  of  \ isual  functions 
in  patients  on  this  medication  have  not  been 
reported 

SUMMARY 

AD  patients  may  have  substantial  defects  in 
the  visual  system  despite  a normal  routine 
eye  exam.  Specific  methods  should  be  uti- 
lized to  assess  the  ability  of  the.se  patients  to 
understand  what  they  see  and  read.  Subtle 
defects  of  eye  movements  may  be  present. 
Problems  with  contrast  sensitivity,  color 
vision,  and  stereo  vision  may  be  also  be  pre- 
sent, as  well  as  early  signs  of  optic  atrophy. 
An  awareness  of  the  specific  problems  that 
AD  patients  present  will  lead  the  clinician  to 
accurate  diagnosis. 
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MULTI-INFARCT  DEMENTIA  (MID) 

MICHAEL  J.  MALONE,  M.D.* 


In  tlic  period  1985  to  2()()()  in  wSouth  Carolina 
the  population  over  age  65  years  is  projected 
to  increase  from  350,282  to  484,104.  This  is  a 
38  percent  increment  within  a 15-year  period. 
By  the  year  2000,  117,153  black  individuals 
over  age  65  will  be  living  in  South  Carolina.' 
These  individuals,  both  men  and  women, 
have  a higher  prevalence  rate  than  whites  for 
hypertensive  vascular  disease  and  this  higher 
rate  increases  with  age  from  the  second  to  the 
seventh  decade  of  life.-  The  increased  preva- 
lence of  hypertensive  vascular  disea.se  is  also 
associated  with  an  increased  prevalence  of 
cerebral  vascular  disease  and  stroke  with  age 
in  this  population.’  Although  Senile  Dementia 
of  the  Alzheimer  Type  (SDAT)  is  the  most 
common  late-life  dementia,"'  vascular  demen- 
tia due  to  multiple  small  strokes  (MID)  is  in 
second  place.’  The  prevalence  of  MID  in  the 
age  group  over  65  years  has  been  estimated 
from  eight  percent’  to  12  percent."'  The  fre- 
quency of  vascular  forms  of  dementia  has 
been  reported  as  high  as  34  percent  in  some 
clinical  series.’  In  terms  of  all  progressive 
dementias  over  age  65,  SDAT  accounts  for  55 
percent,  MID  20  percent,  SDAT  -i-  MID  15 
percent  and  “all  other”  10  percent  of  the  total 
number  of  cases.*  However,  these  percentages 
are  based  on  epidemiological  data  from  a 
large  northern  urban  population.  In  South 
Carolina,  the  incidence  of  SDAT  and  MID 
may  be  reversed  from  Mortimer's  figures. 

The  term  “Multi-infarct  Dementia”  was 
coined  by  Hachinski,  Lassen  and  Marshall  in 
1974“'  but  the  concept  that  multiple  small 
strokes  could  produce  mental  status  change 
was  popularized  much  earlier  by  Alvarez.'" 


*Address  correspondence  to  Dr.  Malone  at  the 
Department  of  Neurology.  Medical  University  of  South 
Carolina,  171  Ashley  Avenue,  Charleston,  SC  29425. 


vulnerabiluv 

A key  issue  in  MID  is  the  total  volume  of 
brain  tissue  infarcted.  The  loss  of  50- 100  cc 
is  a certain  index  of  dementia."  The  loss  of 
five  to  10  percent  total  brain  mass  in  a diffuse 
fashion  results  in  irreversible  dementia. 
Dementia,  the  loss  of  cognitive  function, 
occurs  as  a symptom  of  tissue  loss.  A diffuse 
tissue  loss  of  this  magnitude  in  a widespread, 
rather  than  local  fashion  through  the  brain 
takes  place  because  cerebral  tissues  are  vul- 
nerable. This  vulnerability  arises  because  the 
energy  demands  of  brain  are  massive  and 
continuous.  Central  nervous  system  tissues 
require  a continuous  supply  of  glucose  and 
oxygen  through  the  cerebral  blood  flow. 
Unlike  other  tissues  and  organs,  energy 
reserves  in  brain  are  minimal. 

Glycogen  is  present  in  brain  as  a very  limit- 
ed energy  reserve  (3.3  mmol/mg),  primarily 
in  astrocytes,  and  eonstitutes  less  than  two 
pereent  of  the  glycolytic  tlux."  In  intact  brain 
tissue,  as  contrasted  with  slices  and 
homogenates,  the  only  significant  energy  sub- 
strate is  glucose.  Glucose  metabolism  or  gly- 
colysis is  regulated  primarily  by  the  enzymes 
hexokinase  and  phosphofructokinase.'’ ” 
Glycolysis  generates  high-energy  (33  equiva- 
lents per  mole  glucose)  phosphate  (~P)  bonds 
which  are  regulated  in  turn  by  the  ADP-ATP 
(adenosine  di-  and  tri-phosphate)  llux.  Anoth- 
er system,  CPK  (ereatine  phosphokinase)  is 
even  higher  than  ATP  in  brain  and  provides 
~P  for  phosphorylation  of  ADP.  The  CPK 
system  is  also  critical  in  regulation  of  mito- 
chondrial function  in  neurons.  About  5.8  per- 
cent of  brain  glucose  is  metabolized  via  the 
pentose  shunt  pathway.'"*  This  hexose 
monophosphate  shunt  is  particularly  active 
during  development,  producing  the  NADPH 
required  for  reductive  reactions  in  lipid  syn- 
thesis and  myelin  biosynthesis. 
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Mctaholically,  (he  hrain  is  one  ol'  tlie  most 
active  tissues  in  the  body.  In  young  atiults,  the 
brain  requires  3.5  ml  Ot/ I 00  g/min  (40 
ml/ 1 400  g/min).  An  average  man,  weighitig 
70  Kg  requires  250  ml  O^/min.  The  brain, 
although  only  two  percent  of  the  body 
weight,  ret|uires  20  |iereent  of  the  total  resting 
Ot  rec|uirement.''  Oxygen  in  the  hrain  is  used 
almost  entirely  I'or  the  oxidation  of  carbohy- 
drate. riiis  involves  the  turnover  of  7 mmol 
or  4 X l()-'  molecules  of  ATIVmin.  4’his  enor- 
mous energy  requirement  is  needed  almost 
solely  for  cxcitatir)n  and  conduction.  Most  of 
brain  energy  consumption  supports  ion  trans- 
port and  sustains  membrane  potentials.  Both 
are  uneeasing  in  brain.  Beyond  early  develop- 
ment, comparatively  little  energy  is  devoted 
to  tissue  synthesis  and  breakdown.  Although 
there  are  some  brain  proteins  with  relatively 
short  half  lives  and  neurotransmitter  synthe- 
sis/degradation is  energy-requiring,  these 
funetions  utilize  only  a minute  fraetion  of 
brain-energy.''’  This  large  oxygen  demand  and 
glucose  consumption  (3.5  mg/ 1 OOg/min ) 
require  a eorrespondingly  large  blood  flow 
and  this  is  estimated  at  57  ml/ 1 00  g/min  (798 
ml/whole  brain/min)  or  15  percent  of  the  total 
cardiac  output  in  the  resting  state. 

Regional  eontrol  of  blood  Bow  at  the  arteri- 
olar level  is  determined  by  local  chemical 
changes  (pC()2,  pO^,  pH)  and  other  unknown 
(funetional)  faetors.  Loeal  cerebral 
metabolism  may  be  measured  by  isotopic 
methods  C^C  Deoxyglucose)  involving  blood 
A/V  (arteriovenous)  differenees  in  the  experi- 
mental animal  or  by  Fluorodeoxyglucose, 
(a  gamma  emitter)  in  PET  [Positron  emission 
tomography]  scanning  techniques.  Normally, 
cerebral  blood  flow  and  oxygen  consumption 
change  very  little  in  humans  from  early  adult- 
hood into  normal  old  age.  However,  where 
blood  Bow  and  perfusion  is  reduced  in  arte- 
riosclerosis, significant  regional  decrements 
in  the  cerebral  metabolic  rate  (CMR)  for  oxy- 
gen and  Glucose  appear. 

CLINICAL  PRESENTATION 

Failure  of  cerebral  blood  Bow  in  the  face  of 


continuing  energy  demand,  i.e.  in  the  normal 
active  or  basal  state,  leads  to  cerebral  infarc- 
lion.  'fhe  extent  of  tissue  damage  is  depen- 
tlent  on  duration  of  the  deficit  and  the  size  of 
the  vascidar  area.  In  classic  stroke  syndromes 
subsequent  to  obstruction  in  extracranial  arte- 
rial supply,  tissue  damage  will  follow  the  per- 
fusion areas  of  major  cerebral  vessels  or  the 
“border  zones”  between  these  vessels.  These 
vascular  injuries  have  recognizable  clinical 
parameters:  typically  a sudden  onset;  symp- 
toms restricted  to  known  vascular  territories  , 
with  paresis,  sensory  loss,  aphasias,  visual 
field  deficits;  in  vertebrobasilar  insufficiency, 
brain  stem  or  posterior  fossa  signs  - an  alter- 
ation in  consciousness,  nausea,  vomiting 
unsteadiness,  diplopia.  After  a latency  period 
of  12  to  48  hours,  most  larger  infarctions  will 
he  demonstrable  as  hypodense  areas  on  CT 
scans.  These  large  arterial  strokes  may  be 
associated  with  dementia,  particularly  when 
they  are  bilateral  and/or  involve  extensive  tis- 
sue damage.  In  such  cases,  dementia  is  a 
symptom  with  other  localizahle  findings. 

Another  category  of  patients  - those  with 
MID  - show  a very  different  clinical  picture. 
The  onset  of  symptoms  is  insidious  rather 
than  abrupt,  and  commonly  involves  behav- 
ioral changes.  Attempts  by  family  members 
to  date  the  onset  of  symptoms  are  difficult 
and  uncertain.  They  usually  reference  only 
significant  social  events  such  as  holidays. 
These  are  poorly  related  to  the  appearance  of 
earliest  symptoms.  Maladaptive  behaviors 
with  personality  change  and  memory  loss 
may  bring  the  patient  to  medical  attention. 
Emotional  lability  is  common.  In  early  stages, 
persistent  insight  into  intellectual  loss  may 
precipitate  a significant  degree  of  depression. 
Typically,  the  patient  loses  interest  in  current 
events,  and  with  memory  deterioration  may 
not  recognize  familiar  places  or  persons.  In 
many  eases,  the  progressive  dementia  is  asso- 
ciated with  language  difficulties  and  aphasia 
may  inhibit  communication.  Visuo-spatial 
problems  are  common;  the  patient  can 
become  lost  in  previously  familiar  surround- 
ings. These  changes  are  not  dissimilar  from 


540 


Tlie  Journal  of  the  South  Carolina  Medical  As.sociation 


MID 


the  symptoms  of  Alzheimer's  Disease,  but  the 
clinical  course  of  MID  patients  tends  to  be  a 
stepwise  deterioratic)ii  rather  than  a continu- 
ous down  hill  regression.  Further,  the  patients 
often  experience  periods  of  improvement 
early  in  their  course,  particularly  after  an 
acute  exacerbation.  On  neurological  examina- 
tion, mental  status  changes  are  evident,  and 
these  may  be  striking  to  observers  who  are 
familiar  with  the  patient's  premorbid  state. 
Problems  are  evident  when  the  patient  is  test- 
ed for  use  of  abstract  concepts  or  similari- 
ties/dissimilarities. The  fund  of  general 
knowledge  shrinks  and  the  patient  may  be 
unaware  of  major  current  events.  Memory 
functions  are  impaired,  particularly  recent 
memory,  but  remote  memory  is  usually 
abnormal  in  terms  of  memory  associations. 
Immediate  memory  (digit  sequence)  is  usual- 
ly intact.  Until  near  terminal  stages,  the 
patient  is  usually  aware  of  self  and  location, 
and  that  something  is  wrong.  There  are  usual- 
ly few  cranial  nerve  signs  but  the  patient's 
speech  may  be  slurred  and  dysarthric.  On 
motor  system  examination,  gross  paresis  may 
be  absent  but  there  may  be  changes  in  tonus, 
and  reflexes;  Babinski  signs  may  be  present. 
A presentation  with  plastic  hypertonus  and 
bradykinesia  may  resemble  Parkinsonism  in 
some  individuals. 

A major  risk  factor  for  MID  is  hyperten- 
sion, particularly  when  long  standing  and 
poorly  controlled.  Diabetes  mellitus  also  may 
be  an  etiological  factor.  MID  cases  do  not  dif- 
fer in  any  important  respects  from  the  diffuse 
cortical  involvement  described  earlier  by  Bin- 
swanger"*  as  a complication  of  hypertensive 
encephalopathy. 

PATHOLOGY 

The  major  neuropathology  of  MID  consists  of 
multiple  small  lacunes  (2-15  mm  in  diame- 
ter). The  lacunes  form  after  a degenerative 
process  (lipohyalinosis)  destroys  the  walls  of 
small  arterioles,  usually  as  a consequence  of 
long  standing  hypertension.  Subintimal 
deposits  of  a hyalin  fibroid  substance  naiTow 
the  vessels  walls  and  lead  to  thromboses  of 


their  lumina''’ with  minute  infarction  of  the 
surrounding  tissue.  Once  reabsorbed,  these 
minute  infarctions  result  in  the  lacunar  cavi- 
ties. Mural  destruction  and  formation  of 
microaneurysms  also  occurs.  These  can  rup- 
ture and  result  in  small  hemorrhagic  extrava- 
sations from  the  blood  vessels  with  perivas- 
cular accumulation  of  hemosiderin-filled 
macrophages.  Rupture  of  larger  aneurysms 
can  result  in  intracerebral  hemorrhages.-" 
Roman'"  has  noted  that  the  number  and  size 
of  lacunes  does  not  correlate  well  with  the 
degree  of  dementia. 

MID  represents  a progressive  process,  usu- 
ally insidious  in  onset,  characterized  patho- 
logically by  multiple  small  vessel  obstruc- 
tions with  microinfarcts.  Neurological  exami- 
nation reveals  mental  status  changes  and 
often  transient,  “soft”  neurological  signs. 
Higher  cortical  function  deficits  (apraxias, 
aphasias,  agnosias)  may  be  present  but  the 
CT  scan  results  are  usually  non-specific  (atro- 
phy, ventricular  enlargement)  or  normal.  In 
contrast  to  CT,  NMR  (Nuclear  Magnetic  Res- 
onance - MRI)  imaging  may  be  far  more  sen- 
sitive and  specific  for  the  early  changes  of 
MID.’’” 

MANAGEMENT 

Prevention  of  further  decline  and  stabilization 
of  functional  level  are  important  goals  in 
treatment  of  patients  with  MID.  Early  suspi- 
cion, careful  evaluation  and  attention  to 
known  risk  factors  - hypertension  and  dia- 
betes - are  critical.  In  this  context,  attention 
must  be  given  to  mean  arterial  pressure 
(MAP)  in  patients  with  grossly  elevated  sys- 
tolic and  relatively  normal  diastolic  levels. 
However,  overly  aggressive  anti-hypertensive 
therapy  with  attendant  orthostatic  episodes 
may  exacerbate  cerebral  perfusion  deficits  in 
border  zone  areas.  The  possibility  that  serum 
lipid  alterations  may  play  a role  in  the  patho- 
genesis of  MID,-’  suggests  that  dietary  mea- 
sures and  moderate  exercise  are  useful,  analo- 
gous to  the  treatment  of  coronary  arterial  dis- 
ease. Patients  with  MID  are  elderly  and  very 
sensitive  to  neuroleptic  medications.  Benzo- 
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dia/cpiiies  particularly  should  be  used  cau- 
tiously and  ill  low  dosage;  sedatives  should 
be  short-acting  and  used  only  when  absolute- 
ly necessary.  'I'hese  patients  will  do  best  in  a 
rainiliar  setting;  home  care,  whenever  possi- 
ble, is  highly  desirable.  H 

ri;fkkknc’es 

1.  .South  Carolina's  Hlclcrly  Population:  rreiuls  and 
Projections.  Soutli  Carolina  State  Data  C'enter  Divi- 
sion ol  Research  and  Statistical  Services,  October  I , 
IPS4. 

2.  Hypertension:  Final  Report  ol  the  Subconiniittee  on 
Definition  and  Ihevalence  and  the  Status  ol  Aware- 
ness, I'reatment  and  Control  in  the  United  States.  I, 
457-4b8.  1985. 

.C  Schoenberg  BS,  Anderson  DWU,  Annin  F:  Racial 
dilferences  in  the  prevalence  ol'  .stroke,  Copiah 
County,  Miss.  Arch.  Neurol.  4.U  565-568,  1986. 

4.  Tomlinson  BE,  Blessed  G,  Roth  M:  Observations 
on  the  brains  of  demented  old  people.  J.  Neui\)l.  Sci. 

I I.  2()5-242.  1976. 

5.  Cummings  DL.  Betison  DF:  In  Dementia:  A Clini- 
cal Approach.  Butterworth  Pub..  Boston  1983. 

6.  Mar.sden  CD.  Harrison  MJG:  Outcome  of  investiga- 
tion ol  patients  with  presenile  dementia.  Br.  Med.  J. 
2,  249-252,  1972. 

7.  Maletta  GJ,  Pirozollo  PJ,  Thompson  G,  et  al.: 
Organic  mental  disorders  in  a geriatric  population. 
Am.  J.  Psychiatr.  139,  521-523.  1982. 

8.  Mortimer  JA.  Schumann  LM.  French  LR:  Epidemi- 
ology of  dementing  illness.  In  Mortimer,  JA.  Schu- 
man  LM,  eds.  The  Epidemiology  of  Dementia. 
Oxford  Univ.  Press,  New  York.  1981. 

9.  Hachinski  "VC.  Lassen  NA.  Marshall  J:  Multi-infarct 
Dementia:  A cause  of  mental  deterioration  in  the 
elderly.  Lancet,  2:  207-216.  1974. 

10.  Alvarez.  WC:  Little  strokes.  Geriatrics,  89-90. 
Jan.,  1 968. 

1 1.  Goldberg  ND  and  O'Toole  AG:  The  properties  of 
glycogen  synthetase  and  regulation  of  glycogen 
biosynthesis  in  rat  brain.  J.  Biol.  Chem.  244:  3053- 
3066,  1961. 


12.  MclIlwain  IF  In  Biochemistry  and  the  Central  Ner- 
vous System.  Boston,  IJttle  Brown.  1966, 

13.  Lowry  OH  and  Passoncan  .IV:  The  relationships 
between  substrates  and  enzymes  of  glycolysis  in 
brain.  .1.  Biol.  C'hem,  239,  31-32.  1964. 

14.  (iaitonde  MK,  Evison  E and  Ifvans  GM:  I he  rate  of 
utilization  of  glucose  via  hexose-monophosphate 
shunt  in  brain.  J.  Neurochem.  41,  1253-1260.  1983. 

15.  SokolofI  L:  The  metabolism  of  the  central  nervous 
system.  In  J Field.  HW  Magoun  and  VE  Hall.  eds. 
Handbook  ol  Physiology  - Neurophysiology.  Wash. 
DC.  American  Physiology  Society,  Vol  3.  1843- 
1864, 1960. 

16.  Leong  SF',  Lai  JC’K,  Lim  L and  Clark  J:  I'he  activi- 
ties of  some  energy  metabolizing  enzymes  in 
monosynaptic  and  synaptic  mitochondria  derived 
from  selected  brain  regions.  J.  Neurochem.  42. 
1.308-1302,  1984. 

17.  Sokoloff,  L:  Cerebral  circulatory  and  metabolic 
changes  associated  with  aging.  Res.  Publ.  Assoc. 
Nerv.  Mem.  Dis.  41 . 237-2.54,  1966. 

18.  Binswanger  O,  Die,  Abgrenzung  der  allgemeincn 
progressiven  paraly.se.  Berk  Klin.  Wohenschrift  31. 
1 103-1105,  1894. 

19.  Roman  GC:  Lacunar  dementia  in  senile  dementia  of 
the  Alzheimertype  eds.  J Thomas  Hutton  and 
Alexander  D Kenny,  Alan  R.  Liss  Inc.  Pub.  New 
York,  131-151,  1985. 

20.  Fisher.  CM:  Lacunar  strokes  and  infarcts:  A review. 
Neurology,  32:  871-876.  1982. 

21.  Hanell  LE,  Callaway  R,  Sekar  BC:  Magnetic  reso- 
nance imaging  and  the  diagnosis  of  senile  dementia. 
Neurology,  37:  540-543,  1987. 

22.  Besson  JA,  Best  PV,  .Skinner  ER:  Postmortem  mag- 
netic resonance  spectrometric  measurements  of 
brain  lesions  in  patients  with  a pathological  diagno- 
sis of  Alzheimer's  disease  and  multi-infarct  demen- 
tia. Br.  J.  P.sychiat.  160:  187-190.  1992. 

23.  Muckle  TJ  and  Roy  JR:  High  density  lipoprotein 
cholesterol  in  differential  diagnosis  of  .senile  demen- 
tia. Lancet.  1191-1193,  May  T5,  1985. 


542 


The  Journal  of  the  South  Carolina  Medical  Association 


TREATMENT  STRATEGIES  FOR  THE  COGNI- 
TIVE DEFICITS  OF  ALZHEIMER’S  DISEASE 

KIMFORD  J.  MEADOR.  M.  D.* 


Alzheimer’s  disease  is  a devastating  disease 
for  both  patients  and  their  families  who  are 
often  desperate  for  help  and  want  their  loved 
one  to  reeeive  the  latest  treatment.  Thus,  a 
physician  may  be  confronted  by  the  patient’s 
family  with  news  reports  of  “miracle  cures.” 
The  physician  is  left  with  the  task  of  explain- 
ing the  scientific  results  of  these  studies,  plac- 
ing the  results  in  a proper  clinical  perspective, 
and  advising  the  family  as  to  availability  and 
possible  alternatives. 

ASSESSING  CLINICAL  RESEARCH 
RESULTS 

Many  clinical  trials  in  Alzheimer’s  disease 
are  difficult  to  interpret.'  The  design  and  con- 
duct of  such  studies  are  fraught  with  prob- 
lems. First,  there  is  no  biologic  marker  for 
Alzheimer’s  disease,  and  a definite  diagnosis 
requires  brain  tissue.  Therefore,  patients  are 
enrolled  with  a clinical  diagnosis  of  “proba- 
ble Alzheimer’s  disease”  or  “dementia  of 
Alzheimer’s  type”  which  carries  a 15  percent- 
age misdiagnosis  rate.  Further,  Alzheimer’s 
disease  appears  to  be  a disease  syndrome 
with  multiple  contributing  etiologies  and  with 
different  subtypes  manifesting  varied  clinical 
presentations.  Targeting  treatment  to  a single 
sign  or  symptQm  is  problematic,  and  psycho- 
metric evaluation  of  patients  in  this  popula- 
tion is  difficult.  Differences  in  study  design 
may  confound  comparisons  between  studies 
(e.g.,  carry-over  effects  in  crossover  studies, 
treatment  duration,  outcome  measures,  and 
subject  selection  bias).  Reports  indicating 
improvement  on  a drug  in  one  study  frequent- 
ly are  not  confirmed  by  subsequent  investiga- 
tions. These  replication  failures  may  be  due 
to  differences  in  experimental  design,  a true 
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lack  of  efficacy,  or  an  inadequate  sample  size 
to  demonstrate  a mild  beneficial  effect.  Final- 
ly, the  results  of  clinical  trials  need  to  be 
assessed  not  only  for  statistical  significance 
but  also  for  clinical  significance.  To  date, 
only  mild  beneficial  effects  have  been  pro- 
duced in  any  clinical  trial. 

OVERVIEW  OF  THERAPEUTIC 
STRATEGIES 

At  the  present  time,  Alzheimer’s  disease 
remains  incurable.  However,  the  disease  is 
treatable  in  the  sense  that  some  modest  thera- 
peutic agents  are  available  for  the  cognitive 
deficits,  and  psychotropic  agents  may  be 
effective  in  controlling  associated  psychiatric 
problems.  Further,  the  physician  plays  an 
important  role  in  providing  guidance  in  non- 
pharmacological  management  of  the  patient 
and  in  counseling  the  family  on  psychosocial 
and  legal  issues.  Nevertheless,  a satisfactory 
treatment  of  Alzheimer’s  disease  is  lacking, 
in  large  part  due  to  our  poor  understanding  of 
the  basic  disease  mechanisms  underlying  the 
pathological  changes.  Continued  basic 
research,  as  well  as  well  controlled  clinical 
trials,  are  critical  to  the  development  of 
improved  therapies.  Patient  families  have  dif- 
ficulty accepting  double-blind,  placebo-con- 
trolled  investigations,  especially  for  the  long 
placebo  treatment  periods  which  are  frequent- 
ly required.  In  addition,  many  patients  are 
excluded  from  controlled  clinical  studies 
because  they  have  other  diseases  or  risk  fac- 
tors for  other  types  of  dementia  (e.g.,  vascu- 
lar). 

Treatment  strategies  for  the  cognitive 
defieits  of  Alzheimer’s  disease  include  symp- 
tomatic therapies  to  enhance  cognition,  treat- 
ments to  slow  or  to  arrest  disease  progression, 
therapies  to  delay  disease  onset,  and  interven- 
tions armed  at  disease  prevention.  The  cogni- 
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live  del'icits  in  Al/hciiner’s  disease  liave  been 
more  elosely  linked  to  the  loss  of  synaplie 
eonneelions  than  to  neiirotransmitter  abnor- 
malities or  other  pathologieal  lesions  (e.g., 
plaques  and  tangles),  'riieret'ore,  the  develop- 
ment of  a eure  lor  Al/heimer’s  disease  will 
ultimately  re(.|uire  an  intervention  whieh  halls 
or  prevents  eel  I death  and  the  loss  of  synaptie 
networks.  However,  unless  a eompletely 
elfeetive  prevention  is  devised,  there  will  eon- 
tinue  to  be  a role  for  symptomalie  therapies. 

C H()UNER(;iC  THERAPIES 

Observations  of  the  importanee  of  aeetyl- 
eholine  in  memory  meehanisms  and  the 
marked  loss  of  eholinergie  aetivity  in  the 
brains  of  patients  with  Alzheimer’s  disease 
have  led  to  numerous  attempts  to  enhance 
cognitive  function  in  these  patients  by  cholin- 
ergic manipulations.  The  acetylcholine  pre- 
cursors choline  and  lecithin  (phosphatidyl- 
choline) have  not  been  effective.  Acetyl-L- 
earnitine  is  a weak  cholinergic  agonist  which 
may  also  serve  as  an  acetylcholine  precursor 
in  the  formation  of  acetyl  CoA.  It  has  shown 
some  very  mild  beneficial  symptomatic 
effects.  Direct  cholinergic  agonists  (e.g., 
arecoline)  produce  slight  beneficial  effects 
but  in  the  past  have  required  parental  or  intra- 
ventricular administration.  A new  cholinergic 
agonist  (CI-979)  which  can  produce  CNS 
effects  following  oral  administration  is  under 
investigation.  Nicotinic  agonists  have  not 
proven  effective  thus  far,  but  new  agonists 
(e.g.,  ABT-418)  are  in  development. 

In  human  trials,  the  most  consistent, 
although  modest,  beneficial  effects  have  been 
seen  with  cholinesterase  inhibitors  (e.g., 
physostigmine,  tacrine,  velacrine)  which  pro- 
long the  effects  of  synaptically  released 
acetylcholine  by  inhibiting  its  breakdown.’’ 
Recently,  tacrine  (Cognex®)  became  the  first 
drug  approved  by  the  FDA  for  the  treatment 
of  the  cognitive  deficits  of  dementia  of 
Alzheimer’s  type.  Tacrine  produces  a mild 
symptomatic  improvement  in  the  cognitive 
dysfunction  of  a subset  (i.e.,  approximately 
40  percent)  of  patients  with  dementia  of 


Alzheimer’s  type.’  In  those  who  respond,  the 
improvement  is  roughly  equivalent  to  revers- 
ing the  deterioration  c)f  six  to  12  months.  The 
therapeutic  effect  is  symptomatic,  and 
patients  continue  to  deteriorate.  There  has 
been  a debate  concerning  whether  this  statis- 
tically significant  improvement  is  clinically 
significant  in  view  of  the  approximately  15 
percent  incidence  of  nausea  (primarily  at 
higher  dosages)  and  30  percent  incidence  of 
reversible  hepatotoxicily  which  necessitates 
weekly  monitoring  of  liver  function  (i.e., 
ALT)  for  about  the  first  six  months  of  thera- 
py. However,  tacrine  is  the  only  currently 
approved  effective  agent  for  dementia  of 
Alzheimer’s  type.  Further,  a smaller  subset  of 
patients  have  a more  robust  improvement, 
and  greater  than  80  percent  who  developed 
the  hepatotoxicity  can  eventually  tolerate  the 
drug  because  the  hepatotoxicity  usually  does 
not  recur  on  drug  rechallenge. 

OTHER  NEUROTRANSMITTERS 

Alzheimer’s  disease  also  affects  other  neuro- 
transmitters (i.e.,  norepinephrine,  dopamine, 
serotonin,  peptides)  to  a variable  extent. 
Thus,  treatment  strategies  which  target  other 
transmitters  or  manipulate  multiple  transmit- 
ter systems  may  be  a rational  approach  to 
symptomatic  therapy.  Clonidine,  an  >^2  ^tdren- 
ergic  agonist,  produces  mild  beneficial  effects 
in  alcoholic  dementia  but  no  effects  in 
patients  with  dementia  of  Alzheimer’s  type. 
However,  the  combination  of  clonidine  and 
the  anticholinesterase  physostigmine  is  syner- 
gistic in  enhancing  cognitive  performance  in 
aged  primates.  Similarly,  a new  agent 
(busipirdine)  with  both  adrenergic  and  cholin- 
ergic receptor  activity  is  under  investigation. 

Methylphenidate  and  amphetamines,  psy- 
chostimulants which  increase  central  cate- 
cholamine turnover,  are  used  by  some  physi- 
cians to  treat  dementia  of  Alzheimer’s  type, 
but  have  shown  no  benefit  in  well-designed 
studies.  The  dopaminergic  agents  levodopa 
and  memantine  have  no  benefit  in  dementia 
of  Alzheimer’s  type.  A synthetic  analog  of 
GABA  (THIP),  several  peptide  agonists  (e.g.. 
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analogs  of  vasopressin  and  ACTH),  and  the 
opiate  antagonist  naloxone  have  been  unsuc- 
cessful. Serotonergic  antagonists  have  been 
noted  to  produce  a mild  enhancement  of 
memory  in  some  animal  studies.  Such  an 
agent  (ondansetron)  is  now  being  studied  in 
patients  with  dementia  of  Alzheimer’s  type. 

METABOLIC  ENHANCERS 

Nootropics,  such  as  piracetam  and  anirac- 
etam,  are  a class  of  stimulant,  psychoactive 
drugs  which  enhance  cerebral  metabolism. 
Their  primary  mode  of  action  is  uncertain  but 
may  be  stimulation  of  the  GABA  system. 
When  combined  with  cholinometics,  nootrop- 
ics appear  to  produce  mild  improvement  in 
social  behavior  and  attention.  Dihydroergo- 
toxine  (Hydergine®),  a cerebrovasodilator 
which  theoretically  enhances  neuronal 
metabolism,  has  been  used  in  the  past  to  treat 
dementia.  It  is  a safe  drug  which  may  lessen 
depressive  symptoms  but  does  not  signifi- 
cantly improve  cognitive  function.^  Similarly, 
other  vasodilators  and  metabolic  enhancers 
have  not  shown  significant  effects. 

THIAMINE 

Thiamine-dependent  enzymes  are  decreased 
in  the  brains  of  Alzheimer  patients,  and  these 
enzymatic  deficits  exceed  expected  reduc- 
tions secondary  to  neuronal  loss  and  occur  in 
regions  relatively  unaffected  on  histological 
examination.  They  are  comparable  in  magni- 
tude to  the  reductions  in  enzymatic  markers 
of  cholinergic  activity.  In  addition  to  its 
important  metabolic  role,  thiamine  has  a 
unique  neurophysiological  role  in  cholinergic 
systems,  and  appears  to  act  as  a modulator  of 
cholinergic  activity.  In  preliminary  studies, 
high  doses  (e.g.,  5 gm  PO/day)  of  thiamine 
hydrochloride  appear  to  produce  a mild 
improvement  in  the  cognitive  function  of 
patients  with  dementia  of  Alzheimer’s  type."^ 
This  effect  appears  to  be  symptomatic,  with 
ultimate  progression  of  the  disease.  It  may  be 
mediated  cholinergically  since  high  dose  thi- 
amine can  partially  reverse  the  adverse  cogni- 
tive and  EEG  effects  of  the  anticholinergic 


agent  scopolamine.'’ 

NEUROPROTECTORS 

Since  cognitive  dysfunction  in  Alzheimer’s 
disease  is  due  primarily  to  loss  of  neurons 
and  synapses,  drugs  which  manipulate  neuro- 
transmitters or  superficially  enhance  cerebral 
metabolism  are  unlikely  to  produce  dramatic 
cognitive  effects  and  will  not  halt  the  progres- 
sive deterioration.  Treatment  strategies  direct- 
ed at  slowing  the  neuronal  deterioration  have 
been  tried.  L-deprenyl  (selegiline),  which 
reduces  oxidation  via  monoamine  oxidase  B 
inhibition,  has  minimal  effects  on  behavior  in 
dementia  of  Alzheimer’s  type.  These  effects 
may  be  attributed  to  its  antidepressant  activi- 
ty. L-deprenyl  is  also  being  studied  in  combi- 
nation therapy  with  alpha-tocopherol,  an 
antioxidant,  in  an  attempt  to  reduce  the  pro- 
gression of  dementia  of  Alzheimer’s  type,  but 
an  early  report  is  negative.  Acetyl-l-carnitine 
has  several  actions  including  antiperoxidative 
effects,  but  has  not  been  shown  to  slow  pro- 
gression. In  one  study,  intramuscular  desfer- 
rioxamine  appeared  to  slow  the  progression 
of  dementia  in  patients  with  probable 
Alzheimer’s  disease."  Desferrioxamine  is  a 
chelating  agent  which  has  been  used  for  the 
treatment  of  aluminum  and  iron  toxicity. 

Neurotrophic  factors  are  naturally  occurring 
peptides  that  promote  survival  and  enhance 
neuronal  function.  Although  a deficit  in  neu- 
rotrophic factors  has  not  been  demonstrated 
in  Alzheimer’s  disease,  such  factors  might 
increase  survival  of  diseased  neurons  or 
restore  the  activity  of  quiescent  neurons.  In 
Alzheimer’s  disease,  there  is  a marked  loss  of 
neurons  in  the  nucleus  basalis  of  Meynert 
which  provides  the  major  cholinergic  inner- 
vation to  the  neocortex.  In  animal  studies, 
nerve  growth  factor  has  been  shown  to  retard 
cell  loss  after  lesions  in  this  region.*  Other 
neurotrophies  may  have  similar  restorative  or 
protective  properties.  However,  at  present 
these  factors  require  direct  introduction  in  the 
central  nervous  system  (e.g.,  via  intraventric- 
ular pumps).  Eurther,  the  long  term  effects  are 
unknown. 
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I RliATMHNT 

Animal  sUidics  suggest  tliat  estrogen  may 
be  proteetive  to  eliolinergie  neurons,  and 
these  el'leets  may  be  metliated  by  nerve 
growth  factor.  One  study  found  tliat  women 
on  estrogen  replacement  therapy  were  40  per- 
cent less  likely  to  develo]')  Alzheimer’s  dis- 
ease, but  another  study  found  no  consistent 
evidence  of  an  effect  of  estrogen  on  cognitive 
function. 

AMYLOID 

Amyloid  is  deposited  throughout  the  brains  of 
patients  with  Alzheimer’s  disease.  One  theory 
posits  that  a cascade  of  events  in  the  prote- 
olytic processing  of  the  amyloid  precursor 
protein  leads  to  the  abnormal  deposition  of 
amyloid  which  due  to  its  toxicity  results  in 
the  death  of  nerve  cells.*'  Both  genetic  and 
environmental  factors  appear  to  innuence  the 
chances  of  plaque  formation.  Therapeutic 
strategies  might  include  inhibiting  amyloido- 
genesis  or  blocking  amyloid  neurotoxicity. 
The  molecular  genetics  of  amyloid  formation 
is  being  intensively  investigated  and  may  lead 
to  effective  therapies.  Substance  P appears  to 
block  amyloid  neurotoxicity,  but  effective 
means  of  drug  delivery  are  not  available. 
Uncontrolled  stimulation  of  excitatory  amino 
acids  and  calcium  dysregulation  can  result  in 
neurotoxic  effects.  Therefore,  agents  such  as 
NMDA  antagonists  or  calcium  channel 
blockers  may  be  of  benefit. 

Although  Alzheimer’s  disease  is  not  an 
inflammatory  disease  in  the  traditional  sense, 
amyloid  plaques  are  associated  with  local 
inflammatory  responses.  In  this  regard,  a pre- 
liminary report  involving  a six  month,  dou- 
ble-blind placebo-controlled  study  of  28 
patients  split  into  two  parallel  groups  is  of 
interest;  it  suggests  that  the  anti-inflammatory 
agent  indomethacin  slows  cognitive  deterio- 
ration compared  to  placebo  in  patients  with 
dementia  of  Alzheimer’s  type.  This  effect  is 
postulated  to  involve  immune  reactions  in 
plaque  formation.  Although  intriguing,  repli- 
cation studies  are  needed  with  larger  sample 
sizes  and  different  anti-inflammatory  agents. 
FUTURE  DIRECTIONS 


STRATH(J1I-:S 

Recently,  researchers  have  found  a strong 
association  between  the  most  common  form 
of  Alzheimer’s  disease  (i.e.,  the  late  onset 
type  beginning  after  age  60  years)  and  an 
abnormal  variant  of  the  apolipoprotein  - H 
gene  on  chromosome  19."  People  with  two 
apoE4  genes  have  eight  times  the  risk  of 
developing  late-onset  Alzheimer’s  disease  as 
those  with  two  of  the  more  common  apoE3 
genes.  A person  with  one  apoE4  gene  has  a 
greater  than  40  percent  risk  of  developing 
Alzheimer’s  disease  by  age  80  years,  and  a 
person  with  two  apoE4  genes  has  a greater 
than  90  percent  risk  of  developing 
Alzheimer’s  disease  by  age  80  years.  The 
apoE4  gene  is  not  the  final  answer  because 
Alzheimer’s  disease  does  not  have  a single 
cause.  Rare  familial  forms  of  early  onset 
Alzheimer’s  disease  have  been  linked  to 
chromosomes  14  and  21.  ApoE4  may  con- 
tribute to  as  much  as  75  percent  of  the  late- 
onset  form  of  Alzheimer’s  disease,  but  much 
of  the  variance  remains  unexplained  and 
other  risk  factors  must  play  a role.  Further, 
the  relationship  of  the  apoE4  gene  to  the 
pathological  processes  is  unknown,  and 
ApoE4  has  been  related  to  other  dementias 
(e.g.,  vascular).  However,  this  is  an  important 
breakthrough  because  it  offers  the  opportuni- 
ty to  investigate  the  mechanisms  by  which 
apoE4  leads  to  an  increase  risk  of 
Alzheimer’s  disease.  Understanding  these 
mechanisms  provides  the  best  hope  for  devel- 
oping therapeutic  strategies  with  dramatic 
efficacy.  □ 
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ULTIMATE  AUTO 


CONNECTION 


PHYSICIANS:  SA’VE  MONEY  - SAVE  TIME  - SAVE  STRESS 


• Have  you  had  a bad  experience  in  buying  a new  vehicle? 

• Schedule  too  full  to  shop  around  for  the  best  price  on  a new  car? 

• Want  to  save  thousands  of  $$$  with  NO  HASSLE  and  NO  HAGGLING? 

ULTIMATE  AUTO  CONNECTION  will  meet  with  you  at  your  office  or 
home  or  by  phone.  We  will  quickly  locate  any  new  car,  truck,  or  van  model 
you  want,  foreign  or  domestic,  at  a low  FLEET  PRICE  and  normally  for 
delivery  at  a dealer  near  you. 

Affiliated  with  American  Auto  Consultants,  Inc.,  in  business  since  1979. 


(800)558-4646  or  (803)  383-2525.  FAX  (803)  383-9719. 


IN  BUYING  A NEW  CAR 
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MEDICARE  UPDATE 


By  now  you  should  have  received  the  November 
Medicare  Advisory  which  you  should  read  very  carefully. 

EPO  for  Non-ESRD  Patients:  HCFA  has  established  a 
new  code  effective  1 1/14/94  to  report  EPO  administered 
to  non-end  stage  renal  disease  patients.  The  code  is 
Q0136. 

Participating  Fee  Amount:  $12.00 

Non-Participating  Fee  Amount  $ 1 1 .40 

Limiting  Chaige:  $13.11 

Interest  Rate  Update:  Effective  10/4/94,  the  interest  rate 
for  overpayments  and  underpayments  is  13.375  percent. 
This  ajphes  to  amounts  due  from  a provider  when  a claim 
has  been  overpaid,  and  also  to  the  amount  underpaid  by 
Medicare  when  additional  benefits  resulting  from  an 
appeal  or  hearing  are  not  paid  within  30  days  of  deter- 
mination. 

Corrected  Claims:  If  you  discover  an  error  on  a claim 
that  has  already  been  paid,  you  must  send  a corrected 
claim  hard  copy.  Corrections  or  changes  should  be  cir- 
cled in  red  and  “corrected  claim”  should  be  written  at  the 
top  in  red. 


Vaccine  Reminder: 

Vaccine  Code  Administration  Code 

On  or  After  10/1/94  Prior  to  10/1/94 

Flu-90724  G0008  Q0124 

Pneumococcal-90732  G0009  Q0124 

Hepatitis  B-90731  GOOlO  W0125 

Flu  and  pneumococcal  injections  are  not  subject  to  non- 
participating reductions  and  limiting  charge  guidelines. 
Medicare  pays  100  percent  of  fee  schedule  amount. 
Charges  do  not  apply  against  deductible  or  coinsurance. 
Hepatitis  B vaccines  mSl  subject  to  non-par  reduction  and 
limiting  charge  guidelines.  These  charges  may  be  applied 
to  deductible  and  coinsurance. 

Telephone  Numbers  Chanoine:  Effective  Decembers, 
1994,  Medicare  Part  B extension  numbers  (for  anyone 
located  in  the  Alpine  Tower)  will  have  a “4”  added  to  the 
beginning  of  their  four-digit  extension  number.  Exten- 
sion numbers  of  Part  A offices  in  Camden  will  begin  with 


New  Address:  The  new  mailing  address  for  the  Hearings 
Department  is  Medicare  Part  B Hearings,  PO  Box 
100249,  Columbia,  SC  29202.  □ 


CAPSULES 
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MEDICAID  UPDATE 


Reality  Condom:  The  new  Reality  female  condoms 
are  Medicaid  reimbursable  through  the  prescription 
program.  Any  prescriptions  classified  as  family 
planning  do  not  count  against  the  limit  of  three 
prescriptions  a month  for  Medicaid  recipients. 

Family  Planning:  As  a reminder,  the  family  planning 
waiver  was  implemented  on  July  1,  1994.  The  waiver 
provides  family  planning  coverage  for  an  additional 
22  months  to  women  who  would  normally  lose  their 
Medicaid  eligibility  at  the  end  of  the  post-partum 
period.  The  waiver  provides  coverage  to  women  for 
services  or  complications  directly  related  to  family 
planning  only.  The  eligibility  cards  for  the  family 
planning  waiver  are  gold  plastic  cards  which  closely 
resemble  a credit  card.  At  the  top  of  this  card  you  will 
see  the  following  statement:  “South  Carolina 
Medicaid  Card  for  Family  Planning  Prescriptions  and 
Services  Only.”  An  example  of  the  card  and  further 
details  can  be  found  in  Section  209.1a,  on  page  200- 


54.1,  of  the  Physicians,  Laboratories  and  Other 
Medical  Professionals  Medicaid  Provider  Manual. 

1995  CRT  Codes:  The  1995  codes  will  be  available 
for  billing  January  1,  1995.  A bulletin  will  be 
forthcoming  with  policy  and  system  changes  related 
to  the  new  codes. 

Changes  in  NICU  Codes:  The  Health  Care  Financing 
Administration  has  decided  that  the  Health  and 
Human  Services  Finance  Commission  is  not  in 
violation  of  federal  regulation  by  using  CPT  codes 
and  instructions  for  neonatal  intensive  care  unit 
services.  Effective  sometime  in  1995,  the  Neonatal 
Intensive  Care  CPT  codes  will  replace  the  current 
codes  covering  neonatology  services. 

For  more  information,  please  contact  Elizabeth 
Riggers  at  (803)  798-6207,  ext.  236  or  (800)  327- 
1021,  ext.  236.  □ 


MEDICAID  WAIVER  UPDATE 

The  Health  Care  Financing  Administration  (HCFA)  has  approved  in  concept  South  Carolina’s  1115  Medicaid  waiv- 
er entitled  The  Palmetto  Health  Initiative.  HCFA  still  has  concerns  regarding  the  proposed  managed  care  program, 
but  has  assembled  a team  to  address  the  problems.  The  Health  and  Human  Services  Finance  Commission  lists  the 
following  issues  as  “key  milestones”  which  must  be  resolved  before  HCFA  will  grant  final  approval  of  the  waiver: 

1.  Develop  a contract  for  the  Member,  Access  and  Choice  Coordinator  (MACC) 

2.  Finalize  the  capitated  rates 

3.  Demonstrate  adequacy  of  service  delivery 

4.  Define  the  requirements  for  the  partially  capitated  program 

5 . Adapt  the  Medicaid  Management  Information  System 

6.  Create  a quality  assurance  plan  for  the  hilly  and  partially  c^itated  programs 

7.  Assure  budget  neutrality 

8.  Define  the  Long  Temi  Care  Pilot’s  processes 

9.  Develop  an  implementation  plan  with  stated  milestones 

The  Finance  Commission  will  begin  the  program  approximately  one  year  from  the  final-approval  letter 

The  SCMA  will  soon  implement  a Medicaid  Waiver  Hotline  for  members  to  call  with  questions  and  comments  regarding 
the  Palmetto  Health  Initiative.  Please  look  for  the  announcement  in  the  December  or  January  newsletter. 
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PHYSICIANS  CARE  NETWORK  UPDATE 

Four  more  hospitals  have  contracted  with  Physicians 
Care  Network:  Charter  Hospitals  of  Augusta,  Charieston, 
Columbia  and  Greenville.  This  brings  the  total  number 
of  hospitals  to  29. 

Approximately  2,600  physicians  have  enrolled  in  the  net- 
work to  date. 

For  more  information  regarding  PCN,  please  call  Bar- 
bara Whittaker,  in  Columbia  at  798-6207,  ext.  226  or 
statewide  at  1-800-327-1021 , ext.  226. 


Effective  January  1,  1995,  a new  federal  law  called 
STARK  11  prohibits  physicians  with  an  ownership  or 
investment  interest  in,  or  a compensation  agreement  with, 
an  entity  from  referring  Medicare  and  Medicaid  patients 
to  that  entity  for  the  following  health  services:  clinical  lab- 
oratory services  (set  forth  in  STARK  1, 1990);  physical 
therapy  services;  occupational  therapy  services;  radiol- 
ogy or  other  diagnostic  services;  radiation  therapy  ser- 
vices; the  furnishing  of  durable  medical  equipment;  par- 
enteral and  enteral  nutrients,  equipment  and  supplies; 
prosthetics,  orthotics  and  prosthetic  devices;  home  health 
services;  outpatient  prescription  drugs;  and  inpatient  and 
outpatient  hospital  services. 


AMA  HOSPITAL  MEDICAL  STAFF 
SECTION  24TH  ASSEMBLY  MEETING 

Send  a representative  from  your  hospital  medical  staff 
and  physician  organization  to  the  1994  Interim  AMA 
Hospital  Medical  Staff  Assembly  Meeting  to  be  held 
December  1-5,  1994  at  the  Sheraton  Waikiki  Hotel  in 
Honolulu,  Hawaii.  Aside  from  participating  in  the 
development  of  AMA  policy,  representatives  will 
have  an  opportunity  to  network  with  colleagues, 
dialogue  with  the  AMA  Board  of  Trustees,  and  hear 
the  latest  news  and  information  on  health  system 
reform. 

For  information,  contact  Michael  R.  Vitek,  AMA 
Department  of  Hospital  Medical  Staff  Services,  (312) 
464-5000. 


STARK  II 

STARK  11  restricts  group  practices  from  distributing  rev- 
enues or  compensating  physicians  based  on  the  volume 
or  value  of  referrals.  Violators  are  subject  to  fines  from 
$15,000  to  $100,(X)0. 

Physicians  are  strongly  urged  to  review  their  referral 
arrangements,  investments  and  compensation  for- 
mulas. 

For  further  information,  please  contact  Elizabeth  Rig- 
gers in  Columbia  at  1-803-798-6207,  ext.  236,  or 
statewide  at  1-800-327-1021 , ext.  236.  □ 


AMA  LEADERSHIP  CONFERENCE  GRANTS  AVAILABLE 

The  AMA  Medical  Student  Section  and  Resident  Physicians  Section  are  pleased  to  announce  the  second 
annual  AMA/Glaxo  Achievement  Award  Program.  Twenty-five  resident  physicians  and  25  medical  students  will 
receive  funding  to  attend  the  1995  AMA  National  Leadership  Conference  April  22-26,  1995. 

Made  possible  through  a grant  from  Glaxo,  Inc.,  this  program  will  recognize  medical  students  and  residents  who 
have  exhibited  outstanding  leadership  abilities  in  organized  medicine,  civic  or  non-clinical  medical  school  or 
hospital  activities.  Winners  will  be  able  to  augment  their  leadership  abilities  through  participation  in  this  annual 
conference  which  features  a prominent  faculty  of  nationally  recognized  members  of  the  government,  media  and 
the  private  sector.  A special  session  specifically  designed  for  residents  and  students  will  concentrate  on 
improving  overall  leadership/communication  skills. 

Students  and  residents  interested  in  applying  for  this  AMAIGlaxo  Achievement  Award  should  contact  1-800-AMA- 
3211  to  receive  an  application.  The  application  postmark  deadline  is  December  16, 1994.  □ 
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NEWS  'FROM  tHE  Y6o|igPHViWNS  SECT ION,(y  PS), 


I would  like  to  welcome  you  to  the  first  of  many  newslet- 
ter articles  from  the  Young  Physicians  Section  (YPS). 
The  YPS  consists  of  all  physicians  under  the  age  of  40 
or  in  their  first  five  years  of  practice.  Currently  there  are 
approximately  1,200  such  physicians  in  South  Carolina. 
The  YPS  is  active  and  growing  and  would  welcome  any 
members  who  would  be  interested  in  becoming  more 
involved. 

The  mission  of  the  Section  is  to  provide  a means  for 
young  practicing  physicians  to  address  and  subsequently 
refer  common  problems,  issues  and/or  interests  to  the 
SCMA  Board  of  Trustees  and  House  of  Delegates.  As 
such,  the  YPS  Governing  Council  is  charged  with  edu- 
cating new  physicians  and  physicians  in  training  about 
the  activities  of  the  AMA  and  SCMA,  and  the  importance 
of  personal  involvement  in  organized  medicine.  Sever- 
al activities  by  YPS  leaders  have  aided  young  physicians 
in  learning  the  intricacies  of  managed  care,  contractual 
relationships,  and  the  Physicians  Care  Networic.  The  cur- 
rent goals  for  the  YPS  Council  are  as  follows: 

• Coordinate  a series  of  regional  conferences  entitled, 
“Survival  Strategies  Under  Managed  Care/Capitation.” 
A brand  new  text  on  contract  negotiation  produced  by 
the  Young  Physicians  Section  and  the  AMA  will  be 
utilized  in  these  conferences.  They  are  planned  for 
early  1995;  stay  tuned... 

• Improve  legislative  awareness  and  involvement  by 
developing  a statewide  networic  of  legislative  key  con- 


tacts. You  will  receive  further  information  after  the 
November  elections. 

• The  appointment  of  a member  of  the  YPS  to  the  Edi- 
torial Board  of  the  SCMA  journal.  This  position  has 
already  been  approved  by  The  Journal  Editorial  Board 
and  the  YPS  Council  is  currently  seeking  interested 
YPS  members.  Interested  members  should  contact 
Cathy  Boland  at  the  SCMA  Headquarters. 

• Lastly,  in  an  effort  to  improve  communication  with 
Section  members,  periodic  editorials  or  articles  will 
be  included  in  the  SCMA  journal  dealing  with  vari- 
ous issues  relevant  to  those  of  us  who  thus  far  are  naive 
about  the  business  and/or  politics  of  medicine.  Vari- 
ous public  health  issues  will  also  be  discussed  with  an 
emphasis  on  specific  ways  in  which  we  can  help  pre- 
vent needless  illness  or  injury  in  our  patients. 

These  goals,  however  lofty,  were  chosen  to  increase  the 
fund  of  knowledge  and  activity  level  of  the  young  physi- 
cians in  South  Carolina.  We  need  to  realize  that  any  health 
care  system  reform  or  insurance  measure  will  affect  us 
to  a greater  degree  solely  due  to  our  duration  of  practice. 
I am  confident  that  the  more  active  the  physicians  of 
South  Carolina  are  in  future  reform  discussions,  the 
brighter  the  future  will  be  for  our  patients  and  ourselves.O 

Richard  A.  Schmitt,  MD 
Chairman,  YPS 


WORKSHOP  SCHEDULED 

A workshop  entitled  “Protecting  your  Medical  Practice  II”  wiUbe  held  on  Saturday,  December  10, 1994, 8:30  am-5:30 
pm,  at  the  University  of  South  Carolina  School  of  Medicine  in  Columbia,  Medical  Library  Building,  Room  301.  The 
topic  will  be  Continuing  Medical  Education  in  Alcohol  and  Dmg  Issues  for  Physicians.  The  workshop  has  been  approved 
by  the  Physicians  Advocacy  and  Assistance  Committee,  the  SCMA,  and  the  USC  School  of  Medicine. 

The  speakers  include  Doctors  Ted  Watson,  Craig  Davis,  William  Green,  Kathleen  Brady  and  N.  Peter  Johnson;  Wilbur 
Harling  of  DHEC  Drug  Control;  Hemy  Foster  of  the  State  Board  of  Medical  Examiners;  and  Vic  Pascal  of  SCMA 
Financial  Services. 

Address  all  inquiries  to  the  co-chairmen,  N.  Peter  Johnson,  PhD  (803)  733-3191 , or  Martin  Zwerling,  MD,  (803)  648- 
9555.  a 
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NEW  APPROACHES  IN  THE  TREATMENT  OE 
ALZHEIMER’S  DISEASE* 

JACOBO  E.  MINTZER,  M.  D.** 

DAVID  BACHMAN,  M.  D. 


Alzheimer's  Disease  (AD)  is  a disorder  char- 
acterized by  a slow  and  progressive  process 
of  deterioration  in  cognitive  functions.  Cogni- 
tive deterioration  occurs  in  areas  of  memory, 
abstract  thinking,  judgment,  insight,  lan- 
guage, comprehension  and  constructional 
abilities.  As  the  disease  progresses,  personali- 
ty changes  are  also  likely  to  occur,  as  well  as 
deterioration  in  functional  abilities.'  As  a 
result  of  this  devastating  process  of  deteriora- 
tion, patients  often  develop  a variety  of 
behavioral  disturbances,  such  as  paranoia, 
depression  and  agitation.^  Although  a cure 
has  yet  to  be  discovered  for  AD,  various 
treatments  are  available  to  limit  its  symptoms 
and  behavioral  disturbances,  to  decrease  the 
suffering  experienced  by  AD  patients  and 
their  families.^  Currently,  most  clinicians 
agree  that  treatment  of  AD  patients  should 
focus  on  three  major  areas:  ( 1 ) improvement 
of  cognitive  functions  by  slowing  and/or 
stopping  the  progression  of  the  disease,  (2) 
managing  or  preventing  behavioral  distur- 
bances, and  (3)  providing  support  and  guid- 
ance to  the  caregiver.^  This  review  briefly 
summarizes  available  information  in  each  of 
these  areas. 

IMPROVEMENT  OF  COGNITIVE 
FUNCTIONS  BY  SLOWING  AND/OR 
STOPPING  THE  PROGRESSION  OF 
THE  DISEASE 

AD  appears  to  have  many  possible  causes. 


*From  the  Departments  of  Psychiatry  and  Behavioral 
Sciences  (Dr.  Mintzer)  and  Neurology  (Dr.  Bachman), 
Medical  University  of  South  Carolina,  Charleston,  SC. 

**Address  correspondence  to  Dr.  Mintzer  at  the 
Institute  of  Psychiatry  PH  141,  Medical  University  of 
South  Carolina,  171  Ashley  Avenue,  Charleston, 
SC29425-0742. 


However,  despite  multiple  etiologies,  the 
pathogenesis  of  this  disorder  appears  to 
involve  a single  common  pathway  which 
gives  the  illness  its  characteristic  histologic 
and  clinical  features.  The  accumulation  of 
beta  amyloid  with  subsequent  development  of 
senile  plaques  may  be  the  unifying  cause  of 
this  disorder.'*  In  the  last  five  to  10  years,  epi- 
demiologic and  molecular  genetic  studies 
have  suggested  several  mechanisms  that  may 
results  in  the  accumulation  of  beta  amyloid  in 
the  brain.  Fifty  or  more  families  have  been 
described  in  which  Alzheimer's  disease 
occurs  as  an  autosomal  dominantly  inherited 
disorder.  For  most  of  these  families,  the  ill- 
ness has  an  early  onset,  in  the  40s  or  50s.  In 
about  15  percent  of  these  families,  specific 
base  pair  substitutions  have  been  identified  in 
the  amyloid  precursor  protein  (APP)  gene  on 
chromosome  2 1 Beta  amyloid  is  a fragment 
of  the  larger  APP,  and  the  mutations  identi- 
fied a bracket  of  the  segment  of  the  APP  gene 
which  codes  for  the  beta  amyloid  fragment. 
In  those  prone  to  develop  AD,  it  is  very  likely 
that  when  APP  is  cleaved  after  incorporation 
into  the  neuronal  membrane,  subsequent 
metabolism  results  in  the  formation  of  the  rel- 
atively indigestible  beta  amyloid  fragment 
rather  than  a soluble  APP  fragment.  Gradual 
accumulation  of  beta  amyloid  by  this  process 
may  result  in  eventual  plaque  formation  and 
neuronal  death. 

For  most  families  with  early  onset  familiar 
Alzheimer's  disease  (FAD)  in  whom  chromo- 
somal analysis  has  been  performed,  a specific 
genetic  mutation  has  not  yet  been  identified. 
However,  using  indirect  chromosomal  analy- 
sis, a specific  section  of  chromosome  14  has 
been  identified.®  The  nearest  marker  identi- 
fied on  chromosome  14  to  date,  D14S43, 
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sliows  little  reeombiiuitioii  with  I'Al),  sug- 


gesting that  the  marker  is  part  of  the  gene 
eomplex  or  very  near  it.  It  is  expected  that  the 
gene  protiuet  will  likely  be  involved  in  the 
expression  or  metabolism  of  APP  or  beta 
amyloiil,  but  this  is  unproven  at  present. 

P'amilies  with  late  onset  PAD  demonstrate 
disease  association  with  a market  on  chromo- 
some IP.’  This  collections  of  I'amilies  is  par- 
tieidarly  important,  since  late  disease  onset 
(after  age  60)  is  typical  of  the  more  common 
sporadic  form  of  AD.  Although  the  specific 
target  gene  on  chromosome  IP  is  not  yet 
known  with  certainty,  linkage  is  close  to  the 
apolipoprotein  E (APOE)  gene.  APOE  oeeurs 
in  three  isoforms  (e-2,  e-3,  and  3-4),  with  e-3 
being  the  most  common  isoform  in  most  pop- 
ulations. Colder  at  al.*  found  that  risk  for  AD 
increased  from  20  to  PO  percent  with  an 
increasing  number  of  alleles  for  e-4  in  42 
families  with  late  onset  AD.  Other  research 
centers  have  also  confirmed  an  association 
between  APOE  e-4  and  late-onset  AD.  The 
role  that  APOE  e-4  plays  in  the  development 
of  AD  is  not  known.  It  appears  that  e-4  may 
bind  to  beta  amyloid  more  than  other  APOE 
isoforms.  Alternatively,  it  has  been  suggested 
that  a paucity  of  e-3  rather  than  an  excess  of 
e-4  is  the  critical  problem.  Isoform  e-3 
appears  to  bind  to  neurotubulin,  an  important 
element  of  the  axonal  tubular  system,  pre- 
venting the  degradation  of  neurotubulin  into 
neurofibrillary  tangles.  Eurther  research  is 
necessary  to  determine  whether  APOE  is 
involved  in  the  fundamental  pathogenesis  of 
AD,  or  simply  a biological  marker  for  some 
and  not  others.  Should  it  be  discovered  that  a 
shortage  of  APOE  e-3  contributes  significant- 
ly to  the  pathogenesis  of  AD,  researchers  sug- 
gest that  the  development  of  treatments 
attempting  to  increase  APOE  e-3  availability 
will  be  the  focus  of  AD  research  activity  in 
the  near  future. 

Until  the  underlying  cause  of  AD  is  estab- 
lished in  a majority  of  eases,  a definitive  ther- 
apy will  not  be  available.  Preventive  thera- 
pies may  be  directed  at  halting  the  accumula- 
tion of  beta  amyloid  in  the  brain,  or  at  facili- 


tating the  disposition  of  beta  amyloid  in  the 
brain.  A number  of  alternative  preventive 
therapies  are  under  study.  Eimited  epidemio- 
logical tlata  suggest  that  postmenopausal 
women  who  take  estrogen  replacement  thera- 
py may  be  at  somewhat  lower  risk  for  devel- 
oping AD  than  women  who  do  not.  PAtrogen, 
when  combined  with  nerve  growth  factor, 
appears  to  have  a protective  effect  on  cholin- 
ergic neurons.''  Clinical  trials  are  under  way. 
fhe  idtimatc  deposition  of  beta  amyloid  in 
the  brain  may  require  the  activity  of  certain 
complement  factors.  It  has  been  hypothesi/.ed 
that  anti-inflammatory  drugs  that  reduce 
complement  production  may  slow  the  devel- 
opment of  AD.  A recent  twin  study  suggested 
that  anti-inflammatory  drugs,  especially 
ACTH  or  steroids,  may  postpone  or  prevent 
the  development  of  AD."’  Clinical  trials  with 
indomethacin  are  in  progress.  Clinical  trials 
are  also  under  way  using  nerve  growth  factor 
stimulating  compounds,  selegiline  to  prevent 
the  formation  of  free  radicals,  and  calcium 
channel  blockers  as  well  as  other  drugs. 

Symptomatic  treatment  of  Alzheimer's  dis- 
ease is  better  established.  In  August  1993,  the 
EDA  approved  marketing  of  tacrine,  the  first 
drug  in  the  United  States  specifically  for  the 
treatment  of  the  cognitive  symptoms  of  AD." 
An  acetylcholinesterase  inhibitor,  tacrine  has 
proven  to  be  a problematic  drug.  Although  it 
demostrates  some  efficacy  in  20  to  40  percent 
of  patients  with  early  to  middle  stage  AD, 
tacrine  produces  elevation  of  liver  enzymes 
(particularly  AET  levels)  in  approximately  50 
percent  of  cases.  Liver  enzyme  elevations  are 
reversible  (and  generally  asymptomatic)  but 
require  weekly  monitoring  of  ALT  levels 
until  the  patient  is  well  established  on  the 
highest  possible  dose  of  the  medication.  In 
our  experience,  tacrine  can  be  a very  effective 
drug,  despite  its  serious  limitations.  We  have 
been  particularly  impressed  that  while 
patients  may  demonstrate  improvement  in 
communication,  initiative  and  sociability, 
improvement  in  memory  may  be  more  limit- 
ed. Other  drugs  which  either  enhance  acetyl- 
choline function  or  multiple  neurotransmitter 
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systems  are  also  under  study. 

MAN A(;iN(i  OR  PREVENTING  BEHAV- 
lORAE  DISTURBANCES 

In  addition  to  their  eognitive  ditTieulties. 
demented  patients  present  with  signifieant 
behavioral  disturbances  such  as  depression, 
psychosis  and  agitation.  The  most  prevalent 
behavioral  disturbance  is  agitation.  Agitation 
is  defined  as  “inappropriate  behavior  unrelat- 
ed to  unmet  needs  or  confusion.”'-  Symptoms 
of  agitation  include  wandering,  hitting,  kick- 
ing, grabbing,  screaming,  intentional  falling, 
performing  repetitious  acts  or  causing  injury 
to  self  or  others.  Over  60  percent  of  demented 
patients  develop  agitation  at  some  point  dur- 
ing the  course  of  their  disease.'"'  We  call  this 
type  primary  agitation.  Secondary  to  AD, 
multiple  medical  and  psychiatric  disorders 
such  as  depression  and  psychotic  disorders 
can  also  cause  agitation.  If  secondary  disor- 
ders are  diagnosed  and  treated,  this  type  of 
agitation  may  be  reversible. - 

A(;iTATION  IN  AD 

Currently,  primary  agitation  associated  with 
AD  is  treated  symptomatically  with  pharma- 
cological agents  such  as  low  doese  neurolep- 
tics, anti-convulsants  such  as  carbamazepine 
and  valproate,  and  anxiolytics  such  as  short 
acting  benzodiazepines  and  buspirone.'^'" 
This  approach  is  not  beneficial  to  all  patients 
with  AD  and  agitation.'*’  Caregivers  often 
lack  ability  to  manage  symptoms  of  agitation 
in  the  home  environment,  increasing  the  suf- 
fering of  patients  and  their  caregivers,  with 
increased  risk  of  institutionalization.'^  -" 

Treatment  Alternatives 
An  alternative/complementary  approach  to 
pharmacotherapy  in  the  treatment  of  elderly 
demented  patients  with  severe  agitated 
behaviors  is  the  use  of  behavioral/environ- 
mental techniques. 

Theoretical  Background  for  a Behavioral 
Environmental  Approach 

Excess  Disability:  Excess  disability  is 


defined  as  “degree  of  functional  impairment 
in  excess  of  that  expected,  due  to  the  level  of 
intellectual  impairment  caused  by  the 
dementing  process.'”'  Effective  treatment  in 
institutionalized  demented  elderly  patients 
depends  on  identifying  sources  of  excess  dis- 
ability. When  adequate  attention  is  devoted  to 
the  elements  causing  excess  disability,  clear 
potential  for  improvement  is  observed.  A 
common  source  of  excess  disability  is  the 
presence  of  medical  and  psychiatric  disorders 
that  manifest  only  as  agitation.  Identification 
and  treatment  of  medical  or  psychiatric  di.sor- 
ders  that  manifest  as  agitated  behaviors  will 
reduce  agitation  and  its  negative  conse- 
quences, such  as  nursing  home  placement.'' 

Unfortunately,  most  demented  patients  can- 
not aid  the  clinicial  in  discovering  the  source 
of  disability  due  to  language  impairment,  lack 
of  memory,  or  difficulties  in  processing  infor- 
mation. Discovery  relies  on  the  availability  of 
a highly  controlled  environment;  through  a 
process  of  systematic  elimination,  the  possi- 
ble sources  of  excess  disability  are  ruled  out. 

Catastrophic  Reaction:  Another  impoilant 
concept  is  Kurt  Goldstein's  “catastropic  reac- 
tion,”” suggesting  that  violent  reactions 
observed  in  post-stroke  patients  are  often 
related  to  environmental  demands  that  exceed 
the  patient's  functional  abilities,  e.g.,  encour- 
aging conversation  in  a patient  suffering  from 
a language  impairment.  The  same  principles 
apply  to  demented  patients.  In  our  experi- 
ence, when  stimulated  or  exposed  to  evels  of 
demand  which  exceed  their  functional  abili- 
ties, demented  patients  respond  with  agitated 
behavior.  The  management  of  the  patient  in 
an  overstimulating  or  overdemanding  envi- 
ronment (in  relation  to  the  patient's  abilities) 
will  trigger  the  onset  of  a catastrophic  reac- 
tion that  manifests  as  agitated  behavior.  The 
continued  presence  of  these  elements  in  the 
patient's  environment  will  sustain  these 
behaviors,  and  contribute  to  further  deteriora- 
tion, especially  if  the  en\  ironmental  triggers 
of  these  behaviors  remain  unidentified.  The 
need  to  avoid  the  development  of  catastrophic 
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react ion-lype  heliaviors  lias  been  generally 
acknowledged.’' Itxperls  eniphasi/e  the 
need  lor  understanding  the  eharacteristies  ol 
the  patient's  behaviors,  lor  caregiver  eiluca- 
tion,  for  environmental  modilieation,  and  for 
flexibility  in  the  approach. 

Adaptation  oj  the  Home  Environment:  d'he 
home  environment  is  frequently  very  stimulat- 
ing for  AD  patients  (I’V,  lights,  furniture).  A 
non-trained  caregiver  can  provoke  ealastrophie 
reactions  by  demanding  a level  of  performance 
identical  to  the  one  the  AD  patient  once  had, 
before  the  development  of  the  dementing  pro- 
cess. An  environmental  approach  calls  for 
training  the  caregiver  regarding  the  patient's 
limitations  and  eliminating  overstimulating 
elements  in  the  home  environment.  Further, 
the  patient  and  family  lifestyle  can  be  modified 
to  meet  the  patient's  needs. 

The  impact  of  these  treatment  principles 
has  been  demonstrated  at  the  MUSC  Behav- 
ioral Intensive  Care  United  (BICU),  which 
specializes  in  the  treatment  of  behavioral  dis- 
turbances. particularly  severe  agitation  asso- 
ciated with  AD. 

The  BICU  approach  to  the  treatment  of 
severe  agitation  in  cognitively  impaired 
patients  is  based  on  the  assumption  that  agi- 
tated behaviors  are  not  random,  but  are  large- 
ly determined  by  undetected  medical  prob- 
lems (such  as  asymptomatic  urinary  tract 
infections  or  pneumonia)  or  by  environmen- 
talelements  that  trigger,  sustain  or  extinguish 
the  observed  behavior.’’ 

The  BICU  model  consists  of  the  following 
components.’** 

1 . Identification  of  agitated  behaviors:  In  a 
highly  controlled  environment,  agitated 
behaviors  are  identified  through  intensive 
observation. 

2.  Extensive  multidisciplinary  evaluation: 
An  extensive  multidisciplinary  evalua- 
tion is  conducted  in  order  to  identify  fac- 
tors responsible  for  the  agitated  behavior, 
i.e.,  inedical/psychiatric,  environmental, 
and/or  social  factors. 

3.  Design  and  implementation  of  the  treat- 


ment strategy:  Behavioral  interventions 
are  developed  and  implemented  to 
address  those  factors  found  to  contribute 
to  the  patient's  agitation.  If  no  medical  or 
psychiatric  factors  can  be  found  to 
explain  the  agitation,  pharmacotherapy  is 
utilized  to  minimize  the  agonizing  symp- 
toms of  agitation. 

4.  C’aregiver  and  environmental  interven- 
tions: Caregiver  and  environmental  inter- 
ventions include  pimary  caregiver  train- 
ing and  home  modification.  Primary 
caregivers  are  taught  how  to  reduce  the 
patient's  agitated  behavior  through  vari- 
ous behavioral  management  techniques. 
Home  modifications  are  implemented  to 
adapt  the  home  environment  to  the  spe- 
cific needs  of  the  AD  patient  and  to 
increase  the  patient's  ability  to  adapt  to 
demands  of  the  family  and  home  envi- 
ronment.” 

An  evaluation  of  BICU  treatment  outcomes 
shows  that  a comprehensive  multidisciplinary 
assessment,  combined  with  treatment  imple- 
mentation and  caregiver  and  environmental 
intervention  appears  to  be  effective  in 
decreasing  agitation  in  AD  patients.  A small 
group  of  patients  (20  percent)  treated  in  the 
BICU  shows  complete  resolution  of  the 
symptoms  of  agitation;  the  majority  (66  per- 
cent) of  demented  agitated  patients  show 
decreased  agitation.’*  Based  on  these  out- 
comes, the  application  of  these  treatment 
priciples  has  a positive  impact  in  the  care  of 
AD  patients. 

OTHER  PSYCHIATRIC  DISORDERS 

AD  patients  often  present  with  psychiatric 
disorders  such  as  depression  (40  percent) 
and/or  psychotic  disorders  (40  percent); 
either  separately  or  concurrently  with  agita- 
tion. A specific  treatment  approach  appears  to 
decrease  agitation  and  to  have  a positive 
impact  on  the  AD  patient's  well-being. 
Although  the  scientific  literature  does  not 
clearly  address  specific  dosing,  maintenance, 
or  treatment  protocols  used  to  manage  AD 
patients  suffering  from  psychiatric  disorders. 
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a broad  range  of  clinical  experience  is  avail- 
able. Eroni  clinical  experience,  we  believe  the 
most  effective  approach  to  the  management 
of  psychiatric  disorders  in  AD  patients  is  as 
follows: 

( 1 ) Eor  AD  patients  presenting  with  psy- 
chotic symptoms  (especially  paranoid  delu- 
sional symptoms),  the  first  approach  is  to  uti- 
lize neuroleptic  medications  such  as  haloperi- 
dol  at  doses  of  approximately  0.03  mg/Kg."'' 
New  antipsychotic  medications  such  as  cloza- 
pine are  also  used  to  treat  AD  patients  with 
psychotic  symptoms.  Some  patients  show  a 
clearly  positive  response  with  minimal  side 
effects,  while  others  develop  severe  side 
effects.’"  When  using  clozapine,  we  recom- 
mend starting  at  daily  doses  of  6.25  mg  and 
titrating  up  as  clinically  indicated  in  an  inpa- 
tient setting  is  recommended. 

(2)  Eor  AD  patients  suffering  from  major 
depression,  tricyclic  antidepressants  with 
mild  anticholinergic  and  orthostatis  effects 
are  useful.  Medications  with  strongly  anti- 
cholinergic side  effects  and  those  which  pro- 
duce orthostatic  hypotension  should  be  avoid- 
ed if  possible.’' 

Selective  serotonin  re-uptake  inhibitors 
(SSRl)  can  also  be  useful  in  treating  AD 
patients  with  major  depression;  however,  all 
antidepressants  must  be  used  with  caution. 
Certain  antidepressants  (including  SSRI)  can 
cause  a syndrome  of  inappropriate  secretion 
of  antidiuretic  hormone  (SIADH)  which  may 
lead  to  harmful  complications.”  Medications 
like  desipramine  and  nortriptyline,  used  at 
low  starting  doses  and  carefully  titrated,  are 
important  therapeutic  aids  in  managing 
depressed  AD  patients.”  There  is  evidence  to 
suggest  that  elderly  AD  patients  presenting 
with  major  depression  and  multiple  medical 
problems  can  benefit  from  treatment  with 
stimulants  such  as  methylphenidate.” 

Researchers  and  clinicians  participating  in 
the  National  Institute  of  Mental  Health  Con- 
sensus Conference  on  Depression  in  the  Late 
Life  agreed  on  the  importance  of  using  agres- 
sive  pharmacotherapy.”  Electro-convulsive 
Therapy  (ECT)  may  be  useful  in  the  treat- 


ment of  demented  elderly  patients  who  have 
psychotic  symptoms  with  major  depression.” 
Eor  more  on  the  use  of  ECT  in  demented 
elderly  patients,  refer  to  the  Textbook  of 
Geriatric  Neuropsychiatry.’'’ 

PROVIDING  SLIPPPORT  AND  CJUID- 
ANCE  TO  THE  CARECHVER 

Spouses  and  adult  children  of  patients  with 
AD  provide  the  majority  of  supportive  health 
and  social  services,  including  assistance  with 
essential  activities  such  as  bathing,  feeding, 
dressing  and  toileting.”  They  also  coordinate 
medical  and  community  services  for  the 
demented  family  member.’*'  These  duties 
impact  significantly  on  the  caregiver's  daily 
routine.’"  About  half  of  the  caregivers  manage 
well;  the  remaining  half  suffer  from  associat- 
ed mental  health  and  medical  problems.”’’"”’ 
Caregiver  burden  in  coping  with  an  AD 
patient's  problematic  behavior  at  home,  espe- 
cially agitation,  strongly  correlates  with  the 
decision  to  institutionalize  an  AD  patient.”’" 
We  believe  that  support  groups,  case  manage- 
ment .services  and  respite  programs  are  essen- 
tial components  of  AD  treatment.  Caregiver 
support  and  training  are  widely  accepted  as 
one  of  the  few  measures  that  will  impact  the 
quality  of  life  for  the  AD  patient  and  the  care- 
giver, as  well  as  the  caregiver's  mental  health 
problems. 

CONCLUSION 

Years  of  research  and  clinical  work  are  finally 
starting  to  pay  off.  Although  a definite  cure 
for  Alzheimer's  Disease  has  yet  to  be  discov- 
ered, clinicians  currently  have  treatments 
available  to  alleviate  or  to  minimize  the 
behavioral  disturbances  that  occur  in  AD,  and 
for  some  individuals,  to  actually  improve 
cognitive  function.  These  advances  are  great- 
ly decreasing  the  suffering  experienced  by 
AD  patients  and  their  families.  We  believe 
that  the  future  will  be  even  brighter,  if 
researchers,  clinieians,  patients,  family  mem- 
bers and  the  community  at  large  continue  to 
merge  their  efforts  in  the  battle  against  this 
devastating  disease.  “I 
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ALUMINUM  NEUROTOXICITY  AND 
ALZHEIMER’S  DISEASE 

CHARLES  N.  STILL,  M.  D.* 


C'oiitrovoisy  continues  concerning  the  nature 
of  tlie  association  between  aluminum  neuro- 
toxicity and  Al/heimer’s  disease  (AD).  A 
fundamental  conflict  among  investigators 
regarding  the  role  of  aluminum  in  AD 
involves  timing  and  causality,  i.e.  whether 
aluminum  deposition  is  a eause  of  AD  or  a 
result  of  AD.'  This  review  focuses  on  toxic 
exposure  to  aluminum  compounds  and  the 
subsequent  occurrence  of  dementia,  with 
emphasis  on  possible  protective  effects  ol'  llu- 
oride  against  aluminum  neurotoxicity  and  the 
development  of  AD  in  late  life.- 

Aluminum  is  the  most  abundant  metallic 
element.  Earth’s  surface  is  composed  of  about 
eight  percent  aluminum  by  weight,  principal- 
ly laterite  and  bauxite,  often  combined  with 
aluminum  silicate.  Aluminum  sulfate  (alum) 
is  also  plentiful,  and  it  has  been  used  as  an 
astringent  and  mordant  sinee  the  5th  century 
BC.  Alum  also  serves  as  a llocculant  in  water 
purification.  Public  water  supplies  usually 
contain  about  I ppm  of  aluminum.  Since 
most  aluminum  eompounds  are  usually  insol- 
uble at  pH  ranges  from  6. 0-8.0,  animals  and 
plants  historically  have  carried  low  tissue 
burdens  of  aluminum.  However,  acid  rain  and 
fertilizers  have  leached  additional  aluminum 
from  rocks  and  soil  into  surface  water  reser- 
voirs, thereby  creating  new  hazards  of  alu- 
minum toxicity  for  plants  and  animals, 
including  man.  Pharmaceutical  progress  has 
also  provided  a variety  of  aluminum-contain- 
ing medications  which  can  be  administered 
parenterally  or  orally.  The  kidney  offers  the 
only  known  route  for  removal  of  aluminum 
from  the  body;  impaired  renal  function  is 
asscxiated  with  marked  increases  in  body  and 
brain  aluminum  levels,  especially  from  par- 
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enteral  aluminum  administration.  Aluminum 
clearance  occurs  at  about  five  to  10  percent  of 
the  glomerular  filtration  rate.  Whether  oral 
aluminum  intake  can  overload  the  normal 
kidney  is  uncertain.’ 

DIALYSIS  DEMENTIA  AND  AD 

Impaired  renal  function  is  associated  with 
marked  increases  in  the  total  body  burden  of 
aluminum  after  oral  loading,  leading  to  alu- 
minum encephalopathy,  also  known  as  dialy- 
sis dementia.’  Aluminum  neurotoxicity  was 
first  reported  in  1885  by  Siem,  who  showed 
that  repetitive  injections  of  sodium  aluminum 
tartrate  produced  progressive  neurological 
impairment  in  dogs,  consisting  of  apathy, 
myoclonus,  medullary  and  spinal  paralysis, 
convulsions  and  death.  Siem  concluded  that 
the  central  nervous  system  is  the  critical  point 
of  attack  in  systemic  aluminum  poisoning.’ 
Dialysis  dementia  was  first  reported  in  1972 
by  Alfrey  et.  al.  in  patients  on  long-term 
hemodialysis  for  chronic  renal  failure.  Before 
clinical  onset,  electroencephalograms  showed 
abnormal  patterns  of  excessively  slow  back- 
ground activity  and  occasional  spike  and 
wave  complexes.  The  clinical  course  was 
characterized  by  apraxia,  asterixis,  tremor, 
myoclonus,  memory  impairment,  personality 
changes,  loss  of  speech,  motor  incoordina- 
tion, seizures  and  death  within  six  to  nine 
months  after  onset.  Aluminum  levels  in  cere- 
brospinal fluid  and  in  cerebral  cortex  were 
markedly  elevated.  Specific  neuropathologic 
changes  were  not  found;  subsequent  studies 
showed  that  the  occurrence  of  dialysis 
dementia  was  correlated  with  high  concentra- 
tions of  aluminum  in  the  dialysis  water,  as 
well  as  the  total  duration  of  dialysis.  When 
water  deionization  was  used  to  maintain  the 
aluminum  concentration  of  dialysis  water 
below  10  mcg/1,  the  frequency  of  dialysis 
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dementia  fell  abruptly,  reeurring  when  alu- 
minum levels  exeeeded  the  recommended 
limits.'*  Moreover,  short-term  experimental 
use  of  desferrioxamine  (DFO)  during  dialysis 
substantially  reduced  plasma  aluminum  lev- 
els, with  marked  cognitive  improvement. 
Long-term  effects  of  chelation  therapy  for 
dialysis  dementia  are  still  unknown.'* 

McLachlan  et.  al.  have  reported  a two-year 
randomized  single-blind  placebo-controlled 
clinical  trial  of  DFO  in  48  AD  patients,  using 
intramuscular  injection  to  give  125  mg  twice 
daily  on  five  days  each  week.  Both  the  treat- 
ment group  and  the  non-treatment  group  were 
closely  matched  at  the  outset  of  the  study;  the 
nontreatment  group  deteriorated  at  twice  the 
rate  of  the  DFO  treatment  group,  based  on 
videotaped  home  behavioral  assessments. 
Trace-metal  analysis  of  brain  tissue  taken  at 
autopsy  showed  that  DFO  treatment  reduced 
neocortical  aluminum  concentrations  to  near 
the  control  values.^ 

BLOOD-BRAIN  BARRIER 

Fxperimental  animal  studies  have  shown  that 
the  blood-brain  barrier  is  protective  against 
aluminum  neurotoxieity.  In  rats,  intraperi- 
toneal  injection  of  aluminum  chloride 
reversibly  altered  blood-brain  barrier  perme- 
ability, with  marked  deposition  of  aluminum 
in  brain  lysosomes,  followed  by  lysosomal 
degeneration  and  cell  death.  Aluminum  levels 
were  lower  in  the  nuclear  fractions  of  rat 
brain  in  exposed  rats  than  in  controls,  sug- 
gesting that  the  aluminum  became 
sequestered  in  other  cellular  compartments 
before  reaching  the  nucleus. 

Bypassing  the  blood-brain  barrier  gave 
remarkably  different  results.  Within  hours 
after  intracerebral  and/or  intraventricular 
injection  of  aluminum  salts  in  cats,  dogs,  or 
rabbits,  aluminum  localized  in  the  nucleus, 
binding  to  nuclear  chromatin,  accompanied 
by  elinical  evidence  of  impaired  memory  and 
defective  learning,  suggesting  that  aluminum 
may  produce  adverse  effects  on  information 
transcription  before  neurofibrillary  changes 
develop.  In  aluminum-treated  rabbits,  neu- 


rofibrillary tangles  (NFT)  were  composed  of 
10  nm-diameter  filaments,  unlike  the  paired 
helical  filaments  with  a periodicity  of  80  nm 
in  AD.  Human  cortical  neurons  also  develop 
neurofibrillary  changes  in  tissue  culture  when 
exposed  to  aluminum.  Compounds  of  other 
metallic  elements  have  not  been  shown  to 
have  such  effects.'* 

ALZHEIMER’S  CASE 

In  1907  Alois  Alzheimer  reported  the  clinical 
and  neuropathologic  findings  in  the  case  of  a 
German  housewife  who  died  at  age  55  of  a 
relentlessly  progressive  illness  lasting  four 
and  a half  years.  Her  illness  began  with  jeal- 
ousy about  her  husband,  swiftly  followed  by 
memory  impairment,  disorientation  to  time 
and  place,  paranoid  ideation  and  behavior, 
and  auditory  hallucinations.  Though  she 
could  still  walk  and  use  her  hands  normally, 
she  showed  severe  impairment  in  speaking, 
reading,  writing,  and  understanding  ques- 
tions. She  could  not  name  objects  or  describe 
their  proper  uses.  At  the  end  stage  of  her  ill- 
ness, she  was  totally  apathetic,  incontinent, 
and  confined  to  bed  in  a fetal  position,  with 
her  legs  drawn  up.  Despite  good  nursing  care, 
she  developed  decubitus  ulcers.  The  autopsy 
showed  brain  atrophy  with  arteriosclerosis  of 
the  larger  cerebral  blood  vessels.  Silver  stain- 
ing of  the  cerebral  cortex  revealed  NFT 
which  replaced  the  nucleus  and  cytoplasm  of 
affected  neurons. 

Alzheimer  noted  that  NFT  stained  with 
dyes  differently  from  normal  neurofibrils;  he 
postulated  chemical  transformation,  with 
deposition  of  an  unidentified  pathological 
product  in  neuritic  plaques.  Glial  cells  also 
showed  overabundant  fibers  and  large 
deposits  which  could  be  microscopically 
identified  even  when  unstained.  He  conclud- 
ed that  this  was  a new  disease  which  could 
not  properly  be  included  among  previously 
recognized  mental  diseases.^ 

AD  was  known  as  a form  of  presenile 
dementia  until  1964,  when  Kidd  and  Terry 
independently  showed  that  AD  and  senile 
dementia  of  the  Alzheimer  type  share  identi- 
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cal  iieuropathological  reatiircs  at  the  iiltra- 
structural  level,  laom  a prospective  study  of 
elderly  i^ersons.  Blessed  et.  al.  I'oimd  a strong 
eorrelation  between  mental  status-lunctional 
ability  and  the  number  of  neuritie  plaques  in 
the  cerebral  cortex  at  death.  The  degree  of 
cerebral  arteriosclerosis  was  not  specifically 
related  to  the  presence  or  absence  of  demen- 
tia. Al)  is  strongly  age-assoeiated,  with  the 
highest  incidence  in  the  ninth  decade.  The 
impact  of  these  studies  ultimately  led  to  the 
recognition  of  AD  as  a major  public  health 
problem  affecting  four  million  Americans.’* 

In  1980,  the  American  Psychiatric  Associa- 
tion's Diagnostic  and  Statistical  Manual  of 
Mental  Disorders  introduced  a new  synonym 
for  AD,  called  primary  degenerative  dementia 
(PDD).  Diagnostic  criteria  were  based  on 
clinical  features  of  intellectual  deterioration 
of  sufficient  severity  to  interfere  with  social 
or  occupational  functioning,  associated  with 
impairment  of  memory,  judgment,  and  higher 
cortical  functioning  in  clear  consciousness. 
After  autopsy  studies  revealed  that  20  percent 
of  those  clinically  diagnosed  with  AD  actual- 
ly had  other  diseases,  the  Department  of 
Heath  and  Human  Services  Task  Force  on 
Alzheimer's  Disease  further  refined  the  diag- 
nostic criteria  into  Probable,  Possible,  and 
Definite  categories  of  AD,  emphasizing  the 
importance  of  documenting  the  absence  of 
systemic  disorders  or  other  brain  diseases 
which  could  account  for  progressive  deficits 
in  higher  cortical  functioning.'’ 

BRAIN  ALUMINUM 

Brain  aluminum  concentration  increases  with 
normal  aging.  A Canadian  study  reported 
high  concentrations  of  aluminum  in  AD 
brain,  attributed  to  the  use  of  aluminum  to 
purify  drinking  water  in  Canada.  Other  inves- 
tigators found  similar  increases  in  brain  alu- 
minum, but  without  significant  differences 
between  AD  patients  and  controls.*  Alu- 
minum is  located  in  NFT,  and  aluminosili- 
cates have  been  identified  in  the  core  of  neu- 
ritic  plaques  in  AD  brain  tissue.  Experimental 
evidence  suggests  that  defects  in  the  olfactory 


bulbs  and/or  the  blood-brain  barrier  allow 
aluminum  influx  into  the  brain;  the  mecha- 
nisms underlying  these  complex  neuropatho- 
logic  changes  remain  unknown.*'"  Laser 
mieroprobe  mass  analysis  (LAMM A)  of 
NF'f-bearing  and  NPT-free  hippocampal  neu- 
rons showed  selective  accumulation  of  alu- 
minum in  the  NPl'  ol  10  AD  patients." 

ALUMINUM  IN  WATER 
Epidemiologic  studies  in  88  county  districts  of 
England  and  Wales  have  shown  that  estimated 
rates  of  AD  in  persons  under  age  70  can  be 
correlated  with  mean  concentrations  of  alu- 
minum in  drinking  water  during  the  prior 
decade.  These  studies  involved  1,185  patients 
with  dementia  and  2,920  patients  with  epilep- 
sy. The  diagnosis  of  AD  was  based  on  stan- 
dardized clinical  criteria,  with  CT  scans 
reported  as  normal  or  showing  only  cerebral 
atrophy.  If  water  aluminum  concentrations 
(WAC)  were  less  than  0.01  mg/1,  rates  for 
probable  AD  were  5.4  per  100,000  ; for  possi- 
ble AD,  3.0  per  100,000;  and  for  other  types 
of  dementia,  6.3  per  100,000.  The  relative  risk 
of  AD  where  the  WAC  was  higher  than  0.11 
mg/1  was  1.5  times  greater  than  where  the 
WAC  was  lower  than  0.01  mg/1.  There  was  no 
evidence  of  a relationship  between  the  WAC 
and  epilepsy  or  other  types  of  dementia. 

ALUMINUM  FLUORIDE  COMPLEXES 

In  1936,  Sharpless  did  studies  in  rats  showing 
that  diets  containing  sodium  Ouoride  (1000 
ppm)  retarded  growth.  If  aluminum  chloride 
(0.056  percent)  was  also  added  to  the  diet, 
growth  was  normal.  Moreover,  aluminum 
chloride  (two  percent)  retarded  dental  lluoro- 
sis  for  six  months.  Sharpless  noted  that  alu- 
minum combined  with  fluoride  to  form  a 
compound  which  was  not  absorbed  from  the 
gut.  Subsequent  investigations  confirmed  that 
aluminum  sulfate  (0.53  percent)  fed  to  young 
rats  on  high  sodium  fluoride  (445  ppm)  diets 
resulted  in  a 45  percent  reduction  of  bone  flu- 
oride content.  Dental  fluorosis  also  occurred 
in  cattle  and  sheep  with  fluoride  intakes 
above  5 ppm.  With  fluoride  intakes  around  98 
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ppm,  they  developed  bone  and  joint  lesions 
leading  to  lameness  in  about  a month.”  Alu- 
minum salts  were  found  to  be  effective  "nuo- 
ride  alleviators”  by  decreasing  fluoride 
absorption  from  the  gastrointestinal  tract.” 
Brudevold  et  al.  analyzed  for  total  and  com- 
plexed  fluorides  in  tap  water  from  26  com- 
munities in  Colorado,  Massachusetts  and 
North  Dakota.  Complexed  fluorides  were 
highest  in  waters  treated  with  aluminum  sul- 
fate. Of  14  trace  elements  usually  found  in 
drinking  water,  only  aluminum  produced  tlu- 
oride  complexation  within  the  usual  pH 
ranges.  Calculations  showed  that  fluoride 
complexation  may  occur  over  the  entire  pH 
range  of  the  stomach  and  the  duodenum. 
Does  long-term  tluoride  administration  effec- 
tively decrease  the  absorption  of  aluminum  in 
man?  This  problem  deserves  further  study. 

FLUORIDE  IN  WATER 

In  South  Carolina,  water  fluoride  content 
(WFC)  exceeds  maximum  contaminant  levels 
in  many  localities  of  the  Atlantic  seaboard. 
Still  and  Kelley-  completed  the  only  epidemi- 
ologic study  using  WFC  as  the  protective 
exposure  factor  against  aluminum  neurotoxic- 
ity as  a risk  factor  in  the  development  of  pri- 
mary degenerative  dementia  (FDD). 

In  this  retrospective  cohort  study,  residents 
of  Horry  County  (WFC  4.18  mg/1),  York 
County  (WFC  0.61  mg/I),  and  Anderson 
County  (WFC  0.49  mg/1)  were  identified  by 
continuous  WFC  exposure  for  at  least  10 
years  in  the  specified  county  of  residence. 
Case  records  of  the  South  Carolina  Depart- 
ment of  Mental  Health  were  examined  for 
evidence  of  FDD  and  other  types  of  demen- 
tia. Fatients  aged  55  or  older  at  first  admis- 
sion were  identified  during  the  eight  year 
period  beginning  July  1,  1971  and  ending 
June  30,  1979.  Cases  were  classified  by 
DSM-III  criteria,  and  tabulated  by  diagnosis, 
race,  and  sex.  Annual  incidence  rates  per 
100000  per  year  were  calculated.  The  2x2 
chi-square  distributions  revealed  significant 
differences  only  for  Horry  County's  FDD 
cases,  which  showed  an  incidence  of  3.6/ 


I ()(),()()(),  versus  17.l/l()().()()()  for  York  Coun- 
ty and  2().8/l()0.()()()  for  Anderson  County. 
These  rates  were  not  corrected  for  age;  the 
study  did  not  differentiate  between  ground 
water  and  surface  water  sources,  which  may 
differ  in  WFC. 

Since  1969.  municipalities  in  Anderson  and 
York  Counties  have  had  artificially  fluoridat- 
ed water  supplies  (WFC  1 ppm).  The  U.  S. 
Environmental  Frotection  Agency’s  maxi- 
mum contaminant  levels  (MCE)  were  adopt- 
ed in  May  1986;  the  primary  MCE  is  4.0 
ppm,  and  the  secondary  MCE  is  2.0  to  3.9 
ppm.  In  June  1988,  Myrtle  Beach,  the  largest 
city  in  Hony  County,  opened  its  own  munici- 
pal surface  water  treatment  plant,  with  an 
adjusted  WEC  of  I ppm,  with  an  estimated 
WAC  contamination  of  1-3  ppm  due  to  alu- 
minum sulfate,  which  is  used  as  a flocculant. 
The  remainder  of  Horry  County  still  depends 
on  ground  water  supplies  which  equal  or 
exceed  the  MCE  established  by  the  EFA. 
Based  on  1985  population  estimates  for  South 
Carolina,  82.4  percent  of  the  population  is 
supplied  by  public  water  systems  (FWS), 
with  63.5  percent  having  FWS  with  adjusted 
WFC  (0.7- 1.0  ppm)  and  the  rest  having  FWS 
with  natural  WFC  which  can  be  accurately 
measured.  Future  studies  may  better  show 
whether  an  increased  level  of  WFC  offers 
effective  protection  against  the  development 
of  AD  in  late  life,  as  suggested  by  Still  and 
Kelley.- 

CONCLUSIONS 

The  stupendous  complexity  of  AD  makes  it 
unlikely  that  study  of  a single  risk  factor  like 
aluminum  neurotoxicity  will  lead  to  effective 
prevention  and  treatment  of  this  lethal  brain 
disease.  Many  other  risk  factors  must  also  be 
considered.  Among  these  are  the  aging  pro- 
cess, amyloid  deposition,  blood-brain  barrier 
defects,  genetic  predisposition,  head  injury 
with  loss  of  consciousness,  immunologic  dis- 
orders, infectious  agents  (prions  and  slow 
viruses),  endocrinopathy,  toxic  agents  and 
vascular  disorders.  As  yet.  there  is  no  proof 
of  a causal  association  between  aluminum 
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intake,  alumiiuim  nciirotoxicily,  and  tlie  pres- 
ence of  alnmimnn  dei^osits  in  the  AD  hrain. 
Nonetlieless,  I'nrtlier  stialies  of  fkioride  intake 
oiler  a novel  approach  to  the  discovery  of  a 
potentially  elTective  means  of  prevention  of 
AD.  “I 
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Thornton  & Thorne  give  the  medical  community  something  to  think  about  this  month. 


THE  BEST  VALUE  IN  DISABILITY  INSURANCE 

As  a member  of  the  SCMA,  you  can  receive  a 25%  premium  discount  on  disability 
insurance  policies  issued  by  the  Connecticut  Mutual  Life  Insurance  Company. 

Due  to  this  discount,  Connecticut  Mutual’s  premium  will  be  the  lowest  of  any  major 
disability  insurer  for  a non-cancelable,  guaranteed  premium  disability  income 
policy.  While  these  prices  are  available  today,  an  increase  is  imminent.  If  you  act 
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Illustrated  premiums  are  believed  to  be  accurate  as  of  November  1994.  Quotes  were 
obtained  for  each  company  using  the  policy  form,  riders,  and  benefits  that  are  most 
directly  comparable.  Some  companies  do  not  use  the  same  occupational  classification 
for  all  physicians.  For  those  companies,  the  classification  granted  to  the  majority  of 
physicians  is  used. 

ACT  NOW  TO  GUARANTEE  TODAYS  PRICE 


MAIL  RESPONSE  TO:  Carolina  Physicians  Advisory  Service 

Post  Office  Box  688 
Columbia,  SC  29202-0688 

Please  provide  information  on  discounted  DISABILITY  INSURANCE. 

Name  Specialty 

Address  City  Zip 

Have  you  used  tobacco  in  the  past  24  months?  YES NO 

DOB SEX MONTHLY  BENEFIT  DESIRED  $ 


Views  expressed  herein  are  those  of  the  authors  only  and  In  no  way  represent  the  SCMA.  We  do  not  give  tax  advice.  Only 
your  attorney  and  accountant  are  qualified  to  do  so. 


Carolina  Physicians 
Advisory  Service 


Billy  M.  Thornton 
John  T.  Thorne 


Serving  the  members  of  the  South  Carolina  Medical  Community. 
P.O.  Box  688  • Columbia,  SC  29202  • (803)  254-0002  • Fax  (803)  765-2403 


1 -800-742-3669 


Medical  Protective  Policyowners 
NEVER  get  letters  like  this! 


'-OUn/^S  u,- 


S-r-2'^^  Q 


“^ca/, 


, °H-«  "0/7,„  ^A-, 


* 


Any  allegation  of  malpractice  against  a doctor  is  serious  business.  If  you  are  insured  by  The  Medical 
Protective  Company,  be  confident  that  in  any  malpractice  claim  you  are  an  active  partner  in 
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committees,  shouldn't  you  have  The  Medical  Protective  Company  as  your  professional  liability 
insurer?  Call  your  local  General  Agent  for  more  information  about  how  you  can  have  more  control 
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EAMIEY  BE 
IN  20  YEARS? 


Most  people  feel  they  have  a relatively 

solid  answer  to  that  question  ...  because 
they  have  planned  caretully  for  their  fimily’s 
financial  and  educational  needs. 

But  where  will  they  be  (^co^impliictilly? 
There’s  no  way  to  kncaw. 

All  you  know  for  sure  is  that  you’re  going 
to  want  to  see  your  children  and  grandchil- 
dren as  much  as  possible  ...  wherever  they’re 
living. 

Now  IS  the  time  to  do  something  about 
it  ...  by  establishing  a retreat  home  with 
roots  ...  a place  where  the  entire  taniily  will 
look  forward  to  coming  together,  season 
after  season,  and  year  after  year. 

Dewees  Island,  minutes  from  historic 
Cdiarleston,  SC,  is  just  such  a place. 


Much  like  the  plantations  of  the  Old 
South,  a home  on  Dewees  is  a place  to  come 
to  ...  a place  that  a taniily  will  sink  spiritual 
roots,  and  experience  together  the  secrets  of 
life  on  the  coast  ...  a place  filled  with  things 
to  do,  and  experiences  to  discover. 

To  understand  Dewees,  you’ve  got  to  see 
her  beauty  ...  talk  with  other  property 
owners  ...  walk  her  shores. 

Come  explore  this  boat-access,  ocean- 
front  retreat.  The  island  will  become  home  to 
only  1 50  tamilies,  and  40%  of  our  available 
property  has  been  sold.  Brices  start  at 
$165,000,  with  2-acre  oceanfront  lots  from 
$315,000. 

Establish  a legacy  that  will  live  in  your 
tamily  forever  ...  call  1-800-444-7352  or 
(803)  886-8783. 


Pat  Ross.  Brokcr-lu-Cluni^c 
Dcu’ccs  hiaud  Rcitl  HshUc,  liic. 
no.  Bo.\  361 

Dnm’s  hhvid,  SC  2945 1-2662 


Cabtain  the  property  report 
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read  it  before  signing  anything. 
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Oh  wc  Coz'er. 


JAMES  WOODS  BABCOCK 
1856-1922 

In  the  first  quarter  of  the  2()th  Century  the 
most  prevalent  cause  of  dementia  in  South 
Carolina  was  pellagra.  In  1907  Dr.  James 
Woods  Babcock,  Superintendent  of  the  SC 
State  Hospital  in  Columbia,  became  one  of 
the  first  to  recognize  pellagra  in  the  United 
States  and  to  identify  it  with  Italian  pellagra. 
In  1908  he  published  the  first  important 
English  report  of  the  disease  in  this  journal. 
Some  time  later  he  wrote:  “We  are  learning 
that  pellagra  is  an  important  factor  in  the  pro- 
duction of  insanity  in  S.  C.  and  that  it  prevails 
in  our  State  to  a greater  extent  than  we  real- 
ized at  the  beginning  of  our  studies.”  By 
1912,  when  South  Carolina  had  recorded 
30,000  cases,  Babcock  called  pellagra  “the 
greatest  public  health  problem  now  before 
this  State,  as  well  as  other  Southern  States.” 
In  1913,  he  reported  that  900  pellagrins  had 
been  admitted  to  the  State  Hospital  in  the  pre- 
ceding six  years,  and  that  from  records  of  the 
institution,  it  was  probable  that  pellagra  had 
occurred  in  residents  of  the  hospital  since  its 
founding. 

Babcock  founded  the  National  Association 
for  the  Study  of  Pellagra,  and  served  as  presi- 
dent from  1909  to  1912.  This  association 
sponsored  three  international  conferences  on 
pellagra,  all  held  in  South  Carolina.  With  Dr. 


Lavinder  of  the  Public  Health  Service,  Bab- 
cock translated  into  English  Dr.  A.  Marie's 
La  Pellagre.  Except  for  Joseph  Goldberger, 
Babcock  did  more  than  anyone  else  in  Ameri- 
ca to  bring  this  disease  to  the  attention  of  the 
profession  and  the  public. 

Babcock  was  born  in  Chester  on  August  1 1 , 
1856,  the  son  of  Dr.  and  Mrs.  Sidney  Bab- 
cock. He  was  educated  at  Exeter  and  Har- 
vard; and  after  specializing  in  “alienism,”  he 
spent  four  years  at  the  McLean  Hospital  in 
Waverly,  Massachusetts.  He  returned  to  South 
Carolina  in  1891  to  become  the  superinten- 
dent of  the  Lunatic  Asylum,  a position  he 
held  for  the  next  23  years.  His  leadership 
made  this  institution  one  of  the  best  in  the 
country. 

Dr.  Babcock  was  a professor  of  psychiatry 
at  the  Medical  College  of  the  State  of  South 
Carolina.  During  his  final  years,  he  was  the 
founder  and  administrator  of  the  Waverly 
Sanitarium  in  Columbia. 

When  Dr.  Babcock  died  suddenly  at  his 
home  on  March  3,  1922,  South  Carolina  lost 
the  greatest  American  psychiatrist  of  his  era. 

Betty  Newsom 

The  Waring  Historical  Library 
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Just  What  The 
Doctor  Ordered. 


Sometimes  it  seems  nobody  follows  doctor’s  orders. 
Patients  don’t  follow  their  regimens.  Appointments  last 
longer  than  expected.  Emergencies  arise  on  your  day  off. 

We  believe  that  doctor’s  orders  should  be  followed. 
Professional  & Executive  Banking  at  NationsBank  is 
dedicated  to  meeting  your  banking  needs.  Tell  us  what 
you  want  to  achieve.  We’ll  do  everything  we  can  to  make 
it  happen. 

You’ll  work  with  one  of  our  experienced  bankers, 
who  will  meet  with  you  at  your  convenience  and 
personally  assist  you  with  your  finances.  This  banker 
will  help  you  select  the  loan  that’s  right  for  you  and 


aggressively  follow  it  through  to  completion. 

And  to  get  the  greatest  value  from  the  money  you 
earn,  your  banker  will  help  you  choose  among  a variety 
of  investment  accounts. 

Let  us  introduce  you  to  the  ease  and  convenience  of 
Professional  & Executive  Banking.  Call  Jim  Smith  collect 
at  (803)  343-7650.  We  think  you’ll  find  we’re  just  what 
the  doctor  ordered. 

NationsBank* 


NationsBank  Corporation  subsidiary  banks  are  members  FDICi^  Equal  Housing  Lenders.  ©1993  NationsBank  Corporation. 


ONE  VOICE  FOR  MEDICAL  EDUCATION 

In  1950  the  American  medical  education  system  was  facing  a 10  million  dollar  a year  operation 
deficit.  It  was  out  of  this  financial  need  that  the  American  Medical  Association  Board  of  Trustees 
established,  in  1951,  the  American  Medical  Education  Foundation  (AMEF).  Several  years  later 
in  1957  the  American  Medical  Research  Foundation  (AMRF)  was  developed  to  encourage  gifts 
of  support  for  the  financial  needs  of  medical  research.  The  AMEF  and  AMRF  merged  in  1962  to 
become  the  American  Medical  Association  Education  and  Research  Foundation  (AMA-ERF). 

The  AMA-ERF  is  actually  four  separate  funds  that  benefit  medical  education. 

• Medical  School  Excellence  Fund:  This  is  the  oldest  and  largest  fund  that  provides  unre- 
stricted grants  to  medical  schools  to  use  as  they  see  fit. 

• Medical  Student  Assistance  Fund:  This  fund  grants  monies  to  medical  schools  to  be 
used  for  student  loans. 

• Development  Fund:  The  board  of  directors  of  the  AMA-ERF  distributes  these  funds  to 
support  pilot  and  experimental  health  and  medical  programs. 

• Categorical  Fund:  Support  for  specific  research  areas  is  provided  by  these  funds. 

Over  59  million  dollars  have  been  raised  by  AMA-ERF  over  the  past  43  years  to  support  medi- 
cal education.  It  is  even  more  impressive  when  you  realize  that  over  10  million  dollars  have  been 
collected  in  the  past  five  years.  The  AMA  Alliance  plays  a major  role  in  raising  these  contribu- 
tions. We  now  average  over  two  million  dollars  a year. 

This  year  the  alliance  is  on  a mission  to  insure  the  future  of  our  nation’s  medical  education.  Fet 
us  speak  with  one  voice  for  medical  education,  a voice  that  realizes  that  the  medical  student  of 
today  will  be  our  physician  of  tomorrow.  A voice  that  realizes  that  to  make  a difference,  you 
must  make  an  effort. 

Contributing  to  AMA-ERF  is  more  that  a donation,  it  is  the  legacy  of  one  generation  of  physi- 
cians to  the  next.  It  is  an  investment  in  the  health  of  generations  to  come.  Please  join  us  in  a uni- 
fied voiee  to  support  future  physicians  with  our  contributions  today.  Tomon'ow  may  be  too  late. 
Our  future  and  success  depend  on  you. 


Dee  Jewell  (Mrs.  James  F.  Jewell) 
SCMAA  AMA-ERF  Chairman 
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YOCON' 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees 
Also  In  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  Is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  fo  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon » is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.^  ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. 

Dosage  and  Administration:  Experimental  dosage  reported  In  treatment  of 
erectile  impotence, ' 3 4 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  'k  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.  ^ 

How  Supplied:  Oral  tablets  of  Yocon»  1/12  gr.  5.4  mg  in 


AVAILABLE  AT  PHARMACIES  NATIONWIDE 


bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 


53159-001-10. 
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PALISADES 

PHARMACEUTICALS,  INC. 

64  North  Summit  Street 
Tenafly,  New  Jersey  07670 

(201)  569-8502 
1-800-237-9083 


Why  Fee  Only? 


In  today's  ever  dial 
k-nKinj;  fmandal 
marketplace,  objec- 
tivity is  jicrhajis  the 
rarest  and  most  valu- 
able commodity.  .\ 
tee  only  financial 
jilanner  believes  that 
a sij;nifieant  eonfliet 
of  interest  exists  if 
any  advisor  stands  to 
personally  gain 
vi’hen  investment  and  other  planning 
recommendations  are  implemented. 

.*\s  a fee  only  financial  planner,  we 
arc  compensated  solely  from  client 


fees,  and  in  order  to 
avoid  a eonfliet 
of  interest,  will  not 
aaejit  any  commis- 
sions or  referral  fees 
from  product  spon- 
sors, originators,  bro- 
kers or  other  distrib- 
utors of  financial 
prodticLs  or  services. 
,\o  commissions.  No 
eonfiiets. 

We  [irovide  highly  jicrsonalizcd, 
unbiased  advisory  services  which  tan 
enable  you  to  achieve  your  goals  for 
greater  financial  security. 


Call  803-686-4909  today  lor  more  intormation  or  a tree  brochure. 

ANNEMBOftEHCFP 

F H H ()  N I.  > F I A N C I A I,  A IJ  V 1 S ()  K 
Chuw  iED  h'i.\A.\ci  ii.  FiA.\,\h:K  • Recisthked  IsvESTMEST  Advisor 

19  Pope  Avenue  Executive  Park  • Hilton  Head  Island,  SC  29928  • (803)  686-4909 


Health 

Volunteers 

Overseas 


oil 

^ Health 


Volunteers 
Overseas  is 
improving  the 


dedicated  to 
availability  and  quality  ol  health  care 
in  developing  countries  through 
training  and  education.  Volunteer 
your  skills!  Beeonie  a member 
of  Health  Volunteers  Overseas! 


Call  202-296-0928 


classifieds 


ORANCiEBURG  AND  CALHOUN  COUN- 
TIES have  practice  opportunities  for  graduat- 
ing residents/fellows  and  experienced  practi- 
tioners in  the  following  specialties:  Emer- 
gency Medicine,  Family  Practice,  Oncology, 
Orthopedic  Sports  Medicine,  Surgery  and 
Urology.  Practice  incentives  and  relocation 
assistance  are  available.  Contact  Dr.  Cher- 
niol,  The  Regional  Medical  Center,  (800) 
866-6045. 

A lab  in  your  office  is  a proven  benefit  to 
your  patients,  your  practice,  and  your  inde- 
pendence. But  what  about  the  time-consum- 
ing aggravations  of  government  regulations, 
supplier  relationships,  personnel  training  and 
management,  quality  control,  record  keeping, 
and  thousands  of  other  details?  Lab  Partners’ 
turnkey  solution  does  it  ail  for  you  at  a lower 
cost  than  you  can  do  it  for  yourself!  We  are  a 
new  kind  of  service  organization  that  works 
for  the  physician  to  provide  on-site  diagnostic 
testing.  Call  luih  Partners,  Inc.  collect,  (704) 
542-1488,  orfa.x  (704)  542-2151,  to  see  one 
of  our  labs  in  action. 

SOUTH  CAROLINA,  CLINTON  (COL- 
LEGE COMMUNITY):  Immediate  opening 
for  BE/BC  Family  Medicine  physicians  to 
join  group  of  three.  No  OB.  Full  spectrum  of 
Family  Medicine,  including  industrial 
medicine.  Practice  located  in  college  commu- 
nity with  population  of  58,000  in  the  county, 
40  minutes  from  metro  area,  with  easy  access 
to  Blue  Ridge  Mountains  and  S.  C.  beaches! 
Two-year  income  guarantee  with  other  incen- 
tives tailored  to  specific  needs.  Excellent 
opportunity  to  play  a major  role  in  develop- 
ment of  medical  community.  Contact  Claudia 
King  collect  at  (803)  833-9132  or  write  c/o 
Physician  Sendees,  PO  Drawer  976,  Clinton, 
SC  29325. 


TAX-FREE  OPPORTUNITY:  The  Agency 
for  International  Understanding,  a tax-exempt 
medical  relief  organization  headquartered  in 
Spartanburg,  SC  and  founded  by  Dr.  John  R. 
Guthrie,  is  preparing  a shipment  of  goods  and 
materials  for  transport  to  Moscow  Pediatric 
Infectious  Disease  Hospital  #5.  If  you  have 
equipment  or  supplies  in  your  office  or  clinic 
that  are  no  longer  in  use  but  are  in  good 
working  condition,  or  if  you  wish  to  make  a 
tax-deductible  cash  contribution,  this  is  an 
excellent  opportunity.  The  shortage  of  materi- 
als, equipment  and  supplies  severely  inhibits 
the  practice  of  highly  competent  physicians 
and  nurses  in  this  important  specialty  hospi- 
tal. The  Agency  for  International  Understand- 
ing is  a 50 1C  not-for-profit  corporation  and, 
as  such,  is  eligible  to  receive  tax  deductible 
donations.  If  you  wish  to  donate  any  materi- 
als or  supplies,  ship  them  to:  The  Agency  for 
International  Understanding,  Inc.,  c/o  Guthrie 
Clinic,  703  N.  Pine  Street,  Spartanburg,  SC 
29303.  if  you  assign  a fair  market  value  to  the 
item  in  your  correspondence,  we  will  docu- 
ment your  contribution  in  writing.  The  Agen- 
cy for  International  Understanding,  Inc.  oper- 
ates on  a shoestring  budget  with  nearly  100 
percent  of  its  funds  going  toward  the  relief 
efforts.  Items  are  to  be  shipped  to  Spartan- 
burg at  the  shipper's  expense  or  we  can  help 
arrange  direct  shipment  to  Moscow.  Contact 
John  R.  Guthrie,  DO,  CEO  and  Medical 
Director,  The  Agency  for  International 
Understanding,  Inc.,  703  N.  Pine  Street, 
Spartanburg,  SC  29303. 

RADIOLOGY  - LOCUM  TENENS:  Tak 

ing  one  week  assignments  in  SC,  NC  and 
Georgia.  ABR  certified  - reasonable  rates. 
Contact  R.  E.  Jinkins,  MD,  or  T.  O.  Klauber, 
MD.  (803)  833-9440. 
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“W'itli  a golf  course  on  the  mountain  and  one  in  the  valley,  The  Cliffs  is  without 
question,  the  most  unique  golf  & residential  community  in  tlie  Southeast”. 


A Ronald  Cowley,  M.D.  • Greenville,  SC 


‘The  Cliffs  strikes  the  perfect  balance  between  a thriving  golf  commimity  and  tlie 
preserv'ation  of  beautiful  natural  resources”. 


John  Gilpin,  M.D.  ■ Greenville,  SC 


“W’e  love  the  fact  diat  this  world  class  community  is  located  just  30  minutes  from 
downtown  Greenville”. 


Freddie  E Uf/son,  M.D.  ■ Greenville,  SC 


WMier  you  prefer  a pastoral 
landscape  set  agauist  ma^iificmt 
mountain  xristas  or  bold  and 
breathtakmgly  heautipd  panoramic 
mmintaintof)  xmvs,  xve  have  the 
perfect  prescriptions  for  ycmr  year 
rcmnd  enjoy  ment:  and  they  ’re  cdl 
natural  and  doctor-tested. 

Cliffs  Valley  features  a beautipd 
18  hole  championship  golf  course 
designed  by  CBS  cam  men  tutor, 

Bet)  Wri^t  while  The  Cliffs  at  Cdassy 
sports  South  C/irohna ’s  only 
rrmmtamtop  golf  course;  recen  tly 
nominated  in  “Ciolf Digest”,  Best 
Private  New  Cxnirse  for  1994.  Each 
private  active  lifestyle  golf  community 
features  an  attractive  selection  of 
homesites  and  cottages  with  an 
exciting  array  of  amenities  such  as  a 
clubhouse,  tennis,  saimming  hiking 
biking  and  more. 

To  learn  more  about  these  two  all 
natural,  “doctor-tested,  doctor- 
approved”  cures  for  stress,  simply  unite 
or  call  today: 

mO-745-2779 


Cliffs  Valley  or  The  Cliffs  at  Glassy  • 1 Raven  Road,  l^drum,  SC  29356 


tcfation 


We  couldn’t  be  happier  with  CompuSystems’  Medical  Insurance 
Processing  and  Billing  system.” 


Stanmore  E.  Reed,  M.D.,  OB/GYN  Assoeiates,  Columbia,  SC 


Features  that  can’t  be  beat 

“When  we  first  began  automating  our 
practiee,  we  hired  a eonsultant  to  help  us 
evaluate  different  computer  systems. 
After  all  the  results  were  in, 
CompuSystems’  Medical  Insurance 
Processing  and  Billing  System  won 
hands  down.  The  system's  features, 
combined  with  the  company's  support, 
made  an  unbeatable  package.  That  was 
in  1986,  and  we  couldn't  be  happier  with 
the  decision  we  made.” 

Managing  business  office  complexity 

"We  have  four  physicians  rotating 
between  two  offices,  so  billing  and 
insurance  filing  in  our  practice  can  be 
pretty  demanding.  CompuSystems 
makes  it  all  manageable.  The  system 
gives  us  the  infonnation  we  need  on  our 
bills  and  receivables,  and  being  able  to 


file  claims  electronically  is  a big  benefit. 
And  frankly,  we  couldn’t  function 
without  the  optional  Appointment 
Scheduler  module.  The  Scheduler 
makes  coordinating  multiple  doctors  and 
locations  much  easier  than  it  would  be 
manually  — you  can  schedule  an 
appointment  at  any  time  from  any 
workstation.  It’s  a real  life-saver." 

Helpful  staff  with  the  support  you  need 

“Since  we  have  workstations  at  both 
sites,  all  tied  together,  support  is  a key 
factor  for  us.  Maintaining  a complex, 
cross-town  computer  network  isn’t  easy. 
Tlie  on-site  service  and  phone  support 
we’ve  gotten  have  been  excellent,  and 
the  staff  is  so  nice  and  helpful. 

“We’ve  just  been  extremely  satisfied 
with  CompuSystems.” 


M CompuSystems  is  the  elioiee  of  more 
South  Carolina  physicians  than  all 
other  vendors  combined. 

M Electronic  filing  directly  to  South 
Carolina  BCIBS,  Medicare,  and 
Medicaid  with  no  per-claim  charges. 

U Features  to  ma.ximize  return, 
improve  cash  flow,  and  increase 
productivity. 


M “One-call,”  total  system  support,  I 
including  on-site  hardware  senice.  j 
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Dr.  Recommended:  All  Natural  Cures  for  Stress. 


“Wltli  a golf  course  on  die  mountain  and  one  in  die  valley,  The  Cliffs  is  widiout 
quesdon,  die  most  unique  golf  Sc  residendal  community  in  die  Soudieast”. 


A Ronald  Cowley,  M.D.  • Greenville,  SC 


‘The  Clif  fs  suikes  die  perfect  balance  between  a thri\ing  golf  community  and  die 
preservation  of  beautiflii  natural  resources”. 


John  W.  Gilpin,  M.D.  • Greenville,  SC 


“We  love  die  fact  that  diis  world  class  commimity  is  located  just  30  minutes  from 
downtown  Greemdlle”. 


Freddie  E Wkon,  M.D.  - Greenville,  SC 


Wielfu'r  ymi  prefer  a paslr/ral 
landsmpe  set  against  ma^npmil 
mmmtain  xislas  or  bold  mul 
brenlhlakm^y  Immliful  panoramic 
mmnlaintrjf)  vieius,  we  have  the 
perfect  prescriplmis  for  your  year 
round  enjc/ymenl:  ami  Ihey’re  cdl 
ncUund  and  dvclor-lesled. 

Cliffs  Valley  fecdures  a beauhful 
IS  hole  charnfmmship  golf  cmrse 
designed  by  CBS  cumrnerdcdor, 

Ben  Wnghl  while  The  Cliffs  at  Classy 
sports  South  Carolina’s  only 
rnountaintop  golf  cmrse;  recently 
nomhmted  in  “Cjolf Digest”,  Best 
Private  New  Course  for  1994.  Each 
private  active  lifestyle  golf  com  munity 
features  an  attractive  selection  of 
hamesites  and  cottages  vnth  an 
exciting  array  of  amen  ities  such  as  a 
clubhouse,  tennis,  surimming  hiking 
biking  and  more. 

To  learn  more  about  these  two  all 
natural,  ‘doctor-tested,  doctor- 
approved”  cures  for  stress,  simply  unite 
or  call  today: 

mO-745-2779 


Cliffs  Valley  or  The  Cliffs  at  Glassy  • 1 Raven  Road,  Landrum,  SC  29356 
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. . . It’s  time  to  schedule 
an  appointment  with 
MedCorp  Health  Systems. 


/ Comprehensive  Praetice  Assessments 
/ On-Site  Praetiee  Management 
/ Specialized  Consulting 


MedCorp  Health  Systems,  Inc. 
4408  Forest  Drive,  Suite  200 
Columbia,  SC  29206 
(803)  782-2485 
(800)  968-8052 
(803)  782-3294  Fax 


Tem  Dorarv  ^ patient  needs  continued 

HproPS"  discharge,  doctors 

count  on  INTERIM  HEALTH- 
CAREservices.  As  one  of  the  nation’s  oldest  and 
largest  providers  of  qualified  specialists, 
INTERIM  HEALTHCARE . 
services  represent  a complete 
range  of  professional  nursing  h e7l  t 
and  technical  disciplines.  From 

home  care  to  long-  and  short-  Formerly  Medical 


term  office  staffing,  we  offer  the  total  flexi- 
bility to  satisfy  every  level  of  care.  JCAHO 
accreditation  and  an  extensive  qualifications 
and  screening  process  reflect  our  commitment 
to  stringent  standards.  When  your  patients 

are  counting  on  you,  count  on 
the  INTERIM  HEALTHCARE, 
team  to  make  house  calls. 


H C A R E, 


Personnel  Pool® 


JCAHO  Accredited 


Anderson  803-225-2007  • Charleston  803-722-3005  • N.  Charleston  803-797-2942  • Greenville  803-233-1644 
Myrtle  Beach  803-236-7506  • Rock  Hill  803-3244166  • Spartanburg  803-582-3010 


South  Carolina,  like  many  other  states,  is  attempting  to  move  Medieaid  benel'ieiaries  into  man- 
aged eare  plans.  Specifically,  Governor  Carroll  A.  Campbell,  through  the  Health  and  Human  Ser- 
vices Finance  Commission  (HHSFC),  has  submitted  a section  1115  waiver  request  to  the  Health 
Care  Financing  Administration  (HCFA)  allowing  South  Carolina  to  expand  Medicaid  benefits  to 
individuals  at  or  below  100  percent  of  the  federal  poverty  level.  The  Palmetto  Health  Initiative 
(PHI)  is  intended  to  slow  the  intolerable  rise  in  cost  of  the  state's  Medicaid  program,  provide 
appropriate  care  for  more  uninsured,  low  income  residents,  and  secure  a medical  home  for  all 
Medicaid  beneficiaries. 

Your  SCMA  staff  and  leadership  have  been  involved  in  the  waiver  development  since  October, 
1993.  Governor  Campbell  and  Eugene  A.  Laurent,  Ph.  D.,  Executive  Director,  HHSFC,  deserve 
great  credit  for  including  physicians  early  in  the  planning  process  instead  of  at  the  moment  of 
implementation  which  is  estimated  to  be  early  1996.  States  such  as  Tennessee  are  having  turbulent 
beginnings  for  their  Medicaid  expansions  because  they  did  not  get  early  and  adequate  provider 
input. 

The  South  Carolina  proposal  initially  allowed  only  one  option  for  doctors  and  patients.  This  plan 
would  have  offered  a fully-capitated  product  available  for  contract  only  to  large  managed  care 
conglomerates  or  health  maintenance  organizations  (HMOs).  The  SCMA  insisted  on  having  other 
payment  methods  included  in  the  proposal  and  was  successful  in  convincing  the  Governor's  staff 
and  HHSFC  to  include  a primary  care  case  management  option.  Such  a program  provides  a capi- 
tated rate  only  for  primary  care  services  with  all  other  specialists  billing  via  the  existing  fee-for- 
service  arrangement.  This  alternative  allows  the  provider  to  deal  directly  with  the  HHSFC  regard- 
ing payment  and  services  rather  than  through  a managed  care  company  or  HMO  intermediary. 

The  impact  of  the  PHI  on  our  state's  health  care  delivery  system  will  be  enormous.  Over  a half 
million  of  our  citizens  will  precipitously  be  thrust  into  a full  or  partially  capitated  payment  envi- 
ronment. At  last  count,  over  20  new  HMOs  are  considering  PHI  as  an  open  door  to  an  assured 
source  of  initial  clients  and  enrollees. 

SCMA  staff  is  working  closely  with  the  HHSFC  as  it  completes  the  milestones  leading  to  full 
implementation,  and  will  eontinue  to  monitor  all  pertinent  developments.  To  help  you  keep 
abreast,  the  SCMA  established  the  Physicians'  Hotline  To  The  Palmetto  Health  Initiative  (1-800- 
825-7821 ) this  month.  Please  call  with  your  questions  or  comments  about  Medicaid  managed  care 
in  South  Carolina. 


Vs/V\) 


O.  Marion  Burton,  M.  D. 
President 
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KIDNEY  FUNCTION  IN  CONGESTIVE  HEART 
FAILURE 

ARTHUR  V.  WILLIAMS,  JR.,  M.  D.* 


Concepts  of  congestive  heart  failure  have 
changed  and  broadened  during  the  last  several 
decades.  Originally  thought  to  be  a redistribu- 
tion of  extracellular  fluid  (ECF)  volume  see- 
ondary  to  failure  of  the  right  or  left  ventricles 
it  is  now  recognized  that  multiple  endocrine 
and  neurologie  changes  are  activated  by  sig- 
nals from  the  failing  heart.  Pivotal  to  reply 
from  these  signals,  the  kidney  is  then  respon- 
sible for  changes  in  systemic  vascular  resis- 
tance and  control  of  ECF  volume,  both  critical 
to  cardiac  preload  and  afterload.  Therapeutic 
modulation  of  volume  and  resistance  has 
improved  the  prognosis  of  congestive  failure. 
This  review  gives  a brief  history  of  concepts 
of  heart  failure  and  discusses  the  role  of  the 
kidney  in  its  pathophysiology  and  principles 
of  therapy. 

The  state  of  the  art  of  the  physiology  of  con- 
gestive heart  failure  was  summarized  by  Dr. 
Ernest  H.  Starling  in  a lecture  delivered  to  the 
Royal  College  of  Surgeons  of  England  in 
1897.  He  began  by  considering  the  mean  sys- 
temic pressure,  approximately  10  mm  Hg.  in 
arteries  and  veins  in  the  absence  of  the  heart 
beat.  He  then  deseribed  the  increase  in  pres- 


*Professor Emeritus,  Medical  University  of  South  Car- 
olina. Address  correspondence  to  Dr.  Williams  at  301 
Susan  Drive,  Charleston,  SC  29407. 


sure  in  the  ailerial  circuit  secondary  to  periph- 
eral vascular  resistance  and  the  lowered  pres- 
sure in  the  venous  system  as  the  heart  resumes 
beating.  He  attributed  the  large  increase  in 
pressure  in  the  arterial  circuit  that  might  occur 
with  the  addition  of  a small  amount  of  volume 
to  that  circuit’s  relatively  small  volume  as 
compared  with  that  of  the  venous  side.  As  a 
corollary  the  venous  circuit  has  small  pressure 
changes  with  the  addition  of  volume  because 
of  its  relatively  large  capacity.  Starling  was 
aware  of  the  rise  in  pressure  in  heart  failure  in 
large  veins,  but  his  experimental  methodology, 
the  measurement  of  limb  volume,  led  him  to 
believe  that  pressure  in  smaller  veins  and  cap- 
illaries is  normal  in  heart  failure  induced  by 
the  pericardial  injection  of  oil.  He  concluded 
that  the  plethora  of  heart  failure  is  not  due  to 
increased  venous  pressure  and  states,  “We 
must,  therefore,  seek  for  some  other  explana- 
tion of  dropsy  in  this  disease.”  At  no  point 
was  fluid  retention  secondary  to  alteration  in 
renal  function  considered.' 

By  1940  the  understanding  of  the  mechan- 
ics of  heart  failure  had  progressed.  Isaac  Starr 
and  his  asssociates  developed  a mechanical 
device  simulating  both  right  and  left  ventrieles 
and  pulmonary  and  systemic  circulations.  This 
device  led  them  to  question  the  then  current 


December  1994 


579 


UKARTFAH.URH 


mechanical  displacement  of  blood  into  the 
pulmonary  bed  being  the  major  event  in  con- 
gestive failure,  ddiey  concluded  that,  “Mecha- 
nisms which  cause  an  increase  of  static  blood 
pressure,  such  as  general  vasoconstriction, 
pressure  on  vessels  from  without  or  the  inser- 
tion of  additional  fluid  within  the  vessels  must 
be  introduced  before  the  pressure  relations  of 
clinical  congestive  heart  failure  can  be  repro- 
duced.”’ By  194.^  Dr.  Starr  had  a model  that 
he  hoped  would  reproduce  heart  failure  in  a 
dog  by  destruction  of  the  wall  of  the  right  ven- 
tricle by  a cautery.  Surprisingly,  little  or  no 
increase  in  venous  pressure  followed.  In  his 
discussion  he  says  that  “as  one  abandons  the 
conception  of  a direct  mechanical  relationship 
between  heart  disease  and  congestive  failure 
and  tries  to  substitute  a chain  of  events  one 
must  concede  that  there  may  be  causes  of  con- 
gestive failure  other  than  heart  disease. ...If  the 
chain  goes  by  way  of  the  kidney  renal  lesions 
this  might  cause  it.”’ 

Further  understanding  of  the  role  of  the  kid- 
ney in  the  genesis  of  heart  failure  was  acceler- 
ated during  World  War  II  by  the  development 
of  the  flame  photometer  that  facilitated  the 
analysis  of  sodium  in  blood  and  urine.  This 
was  designed  by  W.  R.  Domingo,  director  of  a 
soil  laboratory  in  Kampen,  Holland  for  the 
purpose  of  analyzing  the  salt  content  of  land 
reclaimed  from  the  Zuiderzee.  Through  his 
acquaintance  with  Willem  J.  Kolff  this  instru- 
ment was  introduced  into  medicine  with  pho- 
tometers built  by  Domingo  for  the  Hammer- 
smith Hospital  in  London,  the  Queen  Wil- 
helmina  Hospital  in  Amsterdam  and  other 
institutions.’ 

During  the  following  two  decades  a 
formidable  mass  of  information  accumulated 
regarding  circulatory  physiology,  salt  and 
water  balance  and  exchange  of  fluid  and  elec- 
trolytes through  cell  membranes.  Otto  H. 
Gauer  and  his  associates  summarized  infor- 
mation available  in  1970.  Their  discussion 
includes  volume  control  by  physical  and 
autoregulatory  mechanisms  including  stretch 
and  osmo-receptors  and  their  translation  of 
these  messages  into  a neuroendocrine  mecha- 


nism of  regulation  of  extracellular  lluid  vol- 
ume.’ d'his  summary  contains  the  basic  mech- 
anisms for  the  current  interpretation  of  con- 
gestive heart  failure. 

By  1980  mechanisms  of  body  fluid  home- 
ostasis in  congestive  heart  failure  were  well 
understood.  Seminal  research  was  contributed 
by  Barry  M.  Brenner  and  his  associates  inves- 
tigating proximal  tubular  sodium  recovery  as 
a result  of  changes  in  hydrostatic  and  oncotic 
pressures  across  the  proximal  tubule.'’  They 
documented  the  fact  that  the  sequel  to 
increased  peritubular  oncotic  pressure  was 
increased  movement  of  salt  and  water  from 
lumen  to  peritubular  capillaries.  Initiating  this 
event  was  increased  efferent  arteriolar  resis- 
tance that  increased  glomerular  hydrostatic 
pressure  and,  therefore,  increased  glomerular 
filtration  rate.  The  effluent  blood  from  the 
glomerulus  into  the  peritubular  capillary  was 
thus  concentrated,  its  protein  content 
increased,  and  its  hydrostatic  pressure 
decreased.  Both  of  these  changes  result  in 
avid  proximal  salt  reabsorption.  A summary 
of  the  effect  of  peritubular  Starling  forces, 
renal  nerve  activity  in  congestive  failure  and 
humoral  effector  mechanisms  were  compiled 
by  Brenner  and  Skorecki  in  1981.’ 

The  kidney  responds  appropriately  to  a vari- 
ety of  stimuli  to  initiate  the  sequence  of  events 
described  above,  the  afferent  limb  beginning 
in  the  atria,  the  arterial  tree  and  the  central 
nervous  system.  The  response  is  as  if  there 
were  a state  of  hypovolemia.  The  volume  con- 
trol system  is  said  to  respond  to  the  relation- 
ship between  cardiac  output  and  peripheral 
vascular  resistance.  Arterial  blood  volume 
may  be  diminished  relative  to  the  volume  of 
the  arterial  tree  by  a decrease  in  cardiac  output 
in  heart  failure  or  diminished  resistance  as  in 
hepatic  disease.* 

A major  signal  for  the  renal  response  to 
heart  failure  is  decrease  in  the  cardiac  index. 
In  a study  by  renal  responses  investigated  in 
three  groups  of  patients  with  cardiac  indices 
of  greater  than  2L/min  per  square  meter 
(group  A),  between  1.5  and  2 (group  B),  and 
less  than  1.5  (group  C).  Glomerular  filtration 
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rates  were  decreased  in  all  three  groups  but 
preserved  better  than  renal  blood  flow  as 
would  be  anticipated  with  a relative  increase 
in  efferent  resistance  except  in  group  C where 
the  drop  in  GFR  appeared  to  parallel  to  the 
fall  in  blood  How  with  the  filtration  fraction 
tending  to  fall.  The  reason  for  this  was  not 
clear.  Renal  vascular  resistance  was  increas- 
ingly severe  as  the  cardiac  index  fell  with  no 
disproportionate  increase  in  efferent  tone  in 
the  patients  with  the  lowest  cardiac  indices. 
As  evidence  of  increased  sympathetic  tone,  all 
patients  had  elevated  plasma  levels  of  nora- 
drenaline. Plasma  renin  activity  and  aldos- 
terone were  increased  in  all  patients  with  no 
significant  differences  between  the  groups.'^ 
Angiotensin  II  may  initiate  salt  retention  in 
heart  failure  by  vasoconstriction  of  the  effer- 
ent arteriole  with  the  series  of  events 
described  above  leading  to  proximal  recovery 
of  sodium.  It  is  known  that  this  hormone  is 
also  a potent  stimulator  of  aldosterone  by  the 
adrenal  glands.  The  role  of  aldosterone  in  the 
pathogenesis  of  heart  failure  has  been  ques- 
tioned. Aldosterone  may  not  be  elevated  and 
its  suppression  by  a converting  enzyme 
inhibitor  may  not  change  sodium  balance. 
However,  the  administration  of  spironolactone 
in  patients  with  stable  heart  failure  with  nor- 
mal glomerular  filtration  rates  consistently 
results  in  a negative  sodium  balance  in  spite 
of  slight  increases  in  plasma  aldosterone, 
renin  activity  and  norepinephrine  during  its 
administration.  Spironolactone  is  a specific 
aldosterone  antagonist.  These  results  would 
indicate  that  aldosterone  is  an  important  factor 
in  sodium  retention.  The  increase  in  proximal 
reabsorption  with  limited  sodium  delivered 
distally,  the  site  of  action  of  aldosterone,  may 
account  for  failure  of  sodium  balance  to 
“escape”  aldosterone  effect  in  heart  failure."’ 
Another  mechanism  for  tubular  sodium 
recovery  is  efferent  renal  nerve  stimulation  in 
congestive  heart  failure.  Virtually  all  segments 
of  the  nephron  receive  noradrenergic  innerva- 
tion. Sodium  and  water  retention  occur  via  a 
direct  response  of  the  tubule  and  may  occur 
with  no  demonstrable  change  in  renal  hemo- 


dynamics." Normally  a left  atrial  receptor 
stimulates  reflex  efferent  renal  nerve  activity 
that  causes  return  to  normal  sodium  balance 
after  salt  infusion  into  an  animal.  In  rats  with 
heart  failure  following  coronary  artery  ligation 
this  effect  is  blunted  resulting  in  .salt  retention 
on  low  salt  diets.  This  effect  is  abolished  by 
renal  denervation.'^ 

In  1979  A.  J.  Debold  described  granularity 
in  atrial  cells  that  changed  with  water  and 
electrolyte  balance.  These  cells  later  proved  to 
be  the  source  of  a potent  natruretic  and  diuret- 
ic substance,  atrial  natriuretic  hormone 
(ANH).'’  In  the  kidney  this  factor  acts  on  spe- 
cific receptors  in  the  renal  microvasculature 
and  proximal  and  distal  tubular  epithelium  to 
induce  hyperfiltration,  inhibition  of  sodium 
transport  and  the  suppression  of  renal  release 
responsible  for  natriuresis,  diuresis  and  dimin- 
ished blood  pressure.  In  addition,  the  effect  of 
antidiuretic  hormone  (ADH)  on  water  reab- 
soiption  is  blunted. 

It  is  paradoxical  that  in  heart  failure  when 
natriuretic  factor  is  high  in  serum,  urine  salt 
concentration  is  low.  Moreover,  in  this  condi- 
tion the  hormone  plasma  level  may  respond 
normally  to  atrial  stretch  or  increased  central 
volume  by  increasing  lower  body  pressure  by 
an  antigravity  unit  without  concomitant 
saluresis.  The  cause  of  this  attenuated 
response  in  heart  failure  is  at  least  due  in  part 
to  the  presence  of  the  multiple  antinatriuretic 
and  antidiuretic  forces  that  are  more  important 
determinents  of  sodium  excretion  than  plasma 
ANP  concentration.  This  does  not  mean  that 
elevated  levels  of  ANP  are  not  playing  a role 
in  body  fluid  in  such  patients  and,  eventually, 
therapeutic  maneuvers  maintaining  high  levels 
may  prove  to  be  beneficial.'^ 

The  action  of  arginine  vasopressin’s  water 
retention  in  heart  failure  has  been  reviewed. 
Hyponatremia  is  the  clinical  hallmark  of  its 
nonosmotic  release."’  However,  the  less  well 
known  vasoconstrictor  property  of  the  hor- 
mone may  represent  the  evolutionary  basis  for 
its  release  in  response  to  circulatory  stress.” 

In  addition  to  its  action  of  conservation  of 
body  water  by  facilitating  its  reabsorption 
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from  the  collecting  tubular  lumen  and  vaso- 
constriction it  also  stimulates  synthesis  of 
prostaglandin  H2.  d'his  eicosanoid  decreases 
the  flow  of  water  through  the  tubular  cells 
modifying  vasopressin  action,  'fo  further  com- 
plicate the  system  of  checks  and  balances  that 
attempt  to  stabilize  volume  during  congestive 
heart  failure,  aldosterone  is  known  to  abolish 
the  prostaglandin  E2  effect  on  water  move- 
ment by  inhibition  of  its  synthesis."' 

Prostaglandins  have  other  actions  including 
vasodilation,  vasr)constriction,  mesangial  con- 
traction or  relaxation  (changing  glomerular 
capillary  surface  area  available  for  filtration) 
and  Na-K-ATPase  inhibition  or  stimulation  in 
addition  to  its  effect  on  water  metabolism 
noted  above. 

Indomethacin  does  not  decrease  glomerular 
filtration  rate  in  hypertensive  patients  or  mild- 
ly volume  expanded  dogs,  but  previous  vol- 
ume restriction  in  proteinuric  patients  with 
normal  GFRs  results  in  decreased  filtration.  In 
congestive  failure,  where  E2  is  a potent  renal 
vasodilator,  the  kidney  behaves  as  it  does  with 
volume  depletion  and  the  administration  of 
prostaglandin  synthetase  inhibitors  may  result 
in  acute  oliguric  renal  failure.-"  Renal  effects 
of  this  group  of  drugs  is  uncommon  but  in 
heart  failure  they  may  also  interfere  with 
excretion  of  water,  sodium  and  potassium  and 
with  diuretic  and  anti-hypertensive  therapy. 
These  risk  factors  for  side  reactions  associated 
with  NSAIDs  have  prompted  the  search  for 
one  that  is  kidney  sparing.  Although  sulindac 
produces  fewer  complications  in  at-risk 
patients,  renal  side  effects  have  been 
observed.  Renal  function  should  be  checked 
in  patients  using  NSAIDS  with  a short  half 
life  after  a few  days  and  after  one  to  two 
weeks  after  using  a drug  with  a long  half  life 
such  as  sulindac.-' 

The  kinins  are  also  active  in  regulation  of 
renal  blood  flow,  the  most  noted  being 
bradykinin.  These  compounds  increase  renal 
blood  flow,  mediate  the  hyperfdtration  of  high 
protein  diets,  inhibit  the  response  to  ADH  and 
net  sodium  reabsorption,  and  induce  the 
release  of  renin  in  isolated  glomeruli.  It  is  of 


clinical  interest  that  converting  enzyme 
inhibitors  (Cld’s)  also  inhibit  kinases  prolong- 
ing the  life  of  bradykinin.^^  'fhere  is  controver- 
sy as  to  whether  the  prolongation  of  the  life  of 
bradykinin  by  Clils  contributes  a beneficial 
elfect  to  patients  with  heart  failure.  However, 
since  bradykinin  is  formed  locally  it  may  be 
impossible  to  quantify  changes  even  if 
bradykiniiTs  activity  is  enhanced.'^^ 

Dopamine  is  a precursor  of  norepinephrine 
and  exerts  pronounced  effects  of  its  own  on 
the  cardiovascular  system  and  the  renal  vascu- 
lature. Its  receptors  cause  renal  vasodilation 
with  increase  in  blood  flow  as  well  as  natrure- 
sis.  In  addition,  cardiac  afterload  is  reduced. 
The  effect  of  dopamine  on  the  kidney  is  both 
direct  and  indirect.  Increased  cardiac  output 
and,  secondarily,  increased  renal  blood  tlow 
and  GFR  result  in  diuresis  and  salt  loss.  In 
addition  specific  receptors  in  renal  tubular 
cells  directly  cause  diuresis  and  natruresis.-"* 
Endothelins  are  the  most  recently  described 
vasoconstrictors.  These  peptides  are  elevated 
in  patients  with  heart  failure.  Plasma  eleva- 
tions are  not  coirelated  with  elevation  of  atri- 
opeptin,  BUN  or  creatinine.  Concentrations  in 
the  range  of  5 to  40  pmol/ml  are  vasoactive 
and  may  be  pathophysiologically  significant 
in  congestive  heart  failure.^^ 

TREATMENT  OE  CONGESTIVE  FAIL- 
URE BY  MODIFYING  RENAL  MECHA- 
NISMS 

The  relationship  between  the  physical  and 
humoral  factors  at  play  in  heart  failure  is  such 
that  it  is  not  possible  to  alter  one  without  com- 
pensatory change  in  another  designed  to  pro- 
tect circulatory  integrity.  Diuretics  decrease 
volume  but  increase  angiotensin  II  concentra- 
tion. Angiotensin  II  stimulates  prostaglandin 
production  and  the  use  of  converting  enzyme 
inhibitors  decreases  protaglandin  production 
tending  to  cause  renal  vasoconstriction.  All 
drugs  used  in  therapy  must  be  monitored 
because  of  this  complex  interplay. 

Converting  enzyme  inhibitors,  however,  are 
now  commonly  used  in  the  treatment  of  con- 
gestive failure.  In  1987  the  results  of  the  coop- 
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erative  North  Scandinavian  Enalapril  Survival 
Study  was  published.  The  prognosis  of  con- 
gestive heart  failure  at  the  time  was  50  percent 
annually.  Two  hundred  fifty-three  patients 
with  severe  congestive  heart  failure  were 
assigned  to  a double  blind  study  to  receive 
either  a placebo  or  enalapril.  Those  receiving 
the  placebo  were  continued  on  their  previous 
medication  including  the  use  of  other 
vasodilators.  The  crude  mortality  at  the  end  of 
6 months  was  26  percent  in  the  enalapril 
group  and  44  percent  in  the  placebo,  a reduc- 
tion of  40  percent.  By  the  end  of  the  study 
there  had  been  68  deaths  in  the  placebo  group 
and  50  in  the  enalapril,  a reduction  of  27  per- 
cent. There  was  no  difference  in  the  incidence 
of  sudden  death  between  groups.  There  was  a 
50  percent  reduction  in  death  due  to  heart  fail- 
ure. The  most  common  adverse  effects  were 
hypotension  and  increasing  serum  creatinine. 
Other  faetors  that  lead  renal  function  to 
become  dependent  on  angiotensin  II  are  high 
dose  diuretics,  hyponatremia  and  preexisting 
renal  impairment.  Hyperkalemia  was  more 
common  in  the  enalapril  group  but  there  was 
no  relationship  between  this  and  renal  failure 
or  mortality.  With  this  encouraging  study  a 
trial  of  angiotensin  converting  enzyme 
inhibitors  became  routine  therapy  in  the  man- 
agement of  congestive  failure.^*^ 

The  mechanisms  of  action  of  converting 
enzyme  inhibitors  are  complex.  They  prolong 
the  action  of  bradykinin  but  the  significance 
of  this  in  moderating  renal  blood  Bow  and 
function  is  uncertain.  Increase  in  bradykinin 
does  seem  responsible  for  the  side  effects  of 
the  drugs  such  as  rash,  cough  and  angioneu- 
rotic edema.  Bradykinin  is  also  responsible 
for  prostaglandin  release.  This  should  be  ben- 
eficial in  congestive  failure  but  compelling 
evidence  is  not  present.  Treatment  with 
ACEIs  can  reverse  left  ventricular  hypertro- 
phy due  to  reduction  in  afterload  but  it  also 
inhibits  the  growth  of  vascular  smooth  muscle 
cells  induced  by  angiotensin  2,  also  reducing 
LVH.  The  proposed  benefits  of  these  drugs  in 
heart  failure  by  novel  mechanisms  require  fur- 
ther investigation.^’ 


Treatment  of  heart  failure  with  non-specific 
vasodilators  had  been  done  prior  to  the 
enalapril  study,  notably,  that  of  the  Veterans 
Administration  study  reported  in  1986  com- 
paring prazosin,  combination  of  hydralazine 
and  isosorbide  dinitrate  and  placebo,  all  com- 
bined with  standard  therapy.  Prazosin  alone 
was  of  no  benefit.  However,  the  combination 
therapy  compared  with  prazosin  and  placebo 
had  a favorable  effect  on  left  ventricular  func- 
tion and  mortality.’^  A second  Veterans 
Administration  Study  comparing  enalapril 
with  hydralizine-isorbide  dinitrate  was  begun 
in  1986.’'’ 

These  and  other  long-term  studies  were 
recently  reviewed  with  the  conclusion  that 
nearly  all  patients  with  congestive  heart  fail- 
ure and  impaired  left  ventricular  function 
should  be  treated  with  vasodilators  and  that 
“ACE  inhibitors  may  be  superior  to  other 
vasodilators  in  the  treatment  of  congestive 
heart  failure.”’"  In  patients  with  high  plasma 
aldosterone  levels  six  month’s  mortality  is  sig- 
nificantly higher  than  in  those  with  below 
median  levels.  And,  in  spite  of  treatment  with 
an  ACE  inhibitors  mortality  rates  or  plasma 
aldosterone  levels  may  remain  high.  In  addi- 
tion to  alderosterone’s  salt  conserving  effect 
there  is  evidence  that  the  mineralocorticoid 
specific  receptors  in  the  myocardium  binding 
aldosterone  are  responsible  for  myocardial 
fibrosis.  Blocking  this  action  with  spironalac- 
tone  prevents  fibrosis  in  the  hypertensive  rat. 
Combined  therapy  with  spironalactone  and 
ACE  inhibitors  has  been  demonstrated  to  be 
useful  and  well  tolerated  so  long  as  renal 
function  is  not  impaired.  Low  doses  of  both 
drugs  are  used  and  serum  potassium  levels  are 
closely  monitored.  However,  prospective, 
controlled  studies  of  ACE  inhibitor  therapy 
with  and  without  spironalactone  are  needed.’' 
It  might  be  reasoned  that  sinee  angiotensin  II 
causes  efferent  arteriolar  constriction  and  sub- 
sequent proximal  tubular  salt  retention,  that 
blocking  angiotensin  II  production  would 
allow  more  salt  to  reach  the  site  of  diuretic 
action  distally  and  to  amplify  the  effect.  How- 
ever, rapid  compensation  of  volume  depletion 
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by  increased  sympathetic  activity  and  changes 
in  renal  blood  How,  GER  and  aldosterone 
stimulation  quickly  blunts  diuretic  cITect.  The 
intermittent  use  of  diuretics  with  time  for 
interim  return  of  volume  status  may  promote 
an  unwanted  diuresis.  It  has  been  suggested 
that  in  essential  hypertension  daily  use  of 
diuretics  in  combination  with  an  ACE 
inhibitor  can  be  “expected  to  result  in  less 
unnecessary  urinary  sodium  loss  than  might 
result  from  intermittent  or  erratic  use  of  the.se 
medicines.”’^  Presumeably  this  is  true  in  heart 
failure  although  long  prospective  studies  are 
needed. 

Dopamine,  a sympathomimetic  amine,  a 
precursor  of  norepinephrine,  may  increase 
renal  excretion  of  salt  and  water.  Extensive 
clinical  research  has  been  conducted  to  evalu- 
ate the  usefullness  of  dopaminergic  stimula- 
tion to  improve  the  hemodynamic  and  neuro- 
humoral  abnormalities  of  heart  failure.  Sever- 
al dopaminergic  agonists  such  as  ibopamine, 
dopexamine,  levodopa  and  fenoldopam  have 
been  included  in  these  studies.  Stimulation  of 
these  receptors  may  inhibit  release  of  renin, 
aldosterone  and  norepinephrine.”  However, 
their  use  in  clinical  therapy  of  congestive 
heart  failure  has  not  been  widely  accepted. 

CONCLUSIONS 

Multiple  endocrine  and  neurologic  changes 
are  activated  by  signals  from  the  failing  heart. 
Central  to  response  from  these  signals  is  the 
kidney  that  becomes  responsible  for  change  in 
ECF  and  peripheral  resistance,  both  critical  to 
the  achievement  of  appropriate  preload  and 
afterload  in  congestive  heart  failure.  Since 
manipulation  of  these  factors  have  accounted 
for  the  recent  improvement  in  the  prognosis  of 
congestive  failure,  the  role  of  the  kidney  in 
congestive  heart  failure  has  been  reviewed.  □ 

ACKNOWLEDGMENT 

I express  my  gratitude  to  Caroline  Counts,  M.  S.  N.,  for 
her  editorial  review  of  this  and  four  previous  papers 
published  in  this  journal,  and  to  Mary  S.  Floyd  for  the 
preparation  of  each  manuscript. 

REFERENCES 

1.  Starling  Ernest  H,  MD  MRCP:  Some  points  in  the 


pathology  of  heart  disease.  The  Lancet,  652-5,  1987. 

2.  Starr  I,  Rawson  AJ.  Role  of  “static  blood  pressure” 
iti  abnormal  increments  of  venous  pressure,  especial- 
ly in  heart  failure.  I.  Theoretical  studies  on  an 
improved  circulation  shema  whose  pumps  obey  Star- 
ling’s law  of  the  heart.  Am  J Med  Sc,  199;  27-39, 
1940 

3.  Starr  1,  Jeffers  WA,  Meade  Rll.  The  absence  of  con- 
spicuous increments  of  venous  pressure  after  severe 
damage  to  the  right  ventricle  of  the  dog,  with  a dis- 
cussion of  the  relation  between  clinical  congestive 
heart  failure  and  heart  disease.  Am  Heart  J;  26(3): 
29 1 -.30 1,  1943. 

4.  Parsons  FM,  Maher  JF,  Replacement  of  renal  func- 
tion by  dialysis.  Martinus  Nijhoff,  pub.  15,  1983. 

5.  Gauer,  OH,  Henry  JP,  Behn  C.  The  regulation  of 
extracellular  lluid  volume.  An  Rev  of  Phys,  32,  547- 
95.  1970. 

6.  Ichikawa  1,  Pfeffer  JM,  Pfeffer  MA,  Hostetter  TH, 
Brenner  BM.  Role  of  angiotensin  11  in  the  altered 
renal  function  of  congestive  heart  failure.  Circ  Res, 
55,669-75,  1984. 

7.  Skorecki  KL,  Brenner  BM.  Body  fluid  homeostasis 
in  man.  Am  J Med,  70,  77-85,  1981 . 

8.  Schrier  RW.  Pathogenesis  of  sodium  and  water 
retention  in  high-output  and  low-output  cardiac  fail- 
ure, nephrotic  syndrome,  cirrhosis  and  pregnancy.  N 
Engl  J Med,  319,  1065-72,  1988. 

9.  Ljungman  ,S,  Laragh  JH,  Cody  RJ.  Role  of  kidney  in 
congestive  heart  failure.  Relationship  of  cardiac 
index  to  kidney  function.  Drugs,  39(s4):  10-24, 
1990. 

10.  Hensen  J,  Abraham  WT,  Durr  JA,  Schrier  RW. 
Aldosterone  in  congestive  heart  failure.  Analysis  of 
determinants  and  role  in  sodium  retention.  Am  J 
Neph,  11:441-6,  1991. 

1 1.  DiBona  GF.  Neural  mechanisms  in  body  fluid  home- 
ostasis. Fed  Proceed,  45,(  13):  2871-7,  1986. 

12.  DiBona  GF,  Sawin  LL,  Role  in  renal  nerves  in  sodi- 
um retention  of  cirrhosis  and  congestive  heart  fail- 
ure. Am  J Phys,  260,  R298-305,  1991. 

13.  deBold  AJ.  Atrial  natriuretic  factor  in  the  rat  heart. 
Studies  on  isolation  and  properties.  Proc  Soc  Exp 
Biol  Med.  170,  133-8,  1982. 

14.  Brenner  BM,  Ballerman  BJ,  Gunning  ME,  Zeidel 
ML.  Diverse  biological  actions  of  atrial  natriuretic 
peptide.  Physio  Rev,  70:  665-99,  1990. 

15.  Uretsky  BF,  Verbalis  JG,  Murali  S,  Betschart  AR, 
Kolesar  JA,  Reddy  PS.  Control  of  atrial  peptide 
secretion  in  patients  with  severe  congestive  heart 
failure.  J Clin  Endocrin  Metabol,  71:  146-51,  1990. 

16.  Williams  AV.  Hyponatremia;  manifestations  and 
treatment.  JSCMA,  88(6):  285-90,  1992. 

17.  Schrier  RW.  Pathogenesis  of  sodium  and  water 
retention  in  high-output  and  low-output  cardiac  fail- 
ure, nephrotic  syndrome,  cirrhosis,  and  pregnancy.  N 
Engl  J Med,  319,(16):  1065-72,  1988. 

18.  Zussman  RM.  Prostaglandins,  vasopressin  and  renal 
water  reabsorption.  Med  Clinics  N Am.  65:  915-23, 
1981. 

19.  Rabkin  R,  Dahl  DC.  Hormones  and  the  kidney.  Dis- 
eases of  the  Kidney,  5th  Ed.  Schrier  RW,  Gottschalk 


584 


The  Journal  of  the  South  Carolina  Medical  Association 


HEART  FAILURE 


CW,  ed;  Little,  Brown  and  Co,  83-331,  1993. 

20.  Walshe  JJ,  Venuto  R.  Acute  oliguric  renal  failure 
induced  by  indomethacin:  Possible  mechanism.  Ann 
Int  Med,  91:47-9.,  1979. 

21.  Schlondorff  D.  Renal  complications  of  nonsteroidal 
anti-inflammatory  drugs.  Kid  Int,  44:  643-53,  1993. 

22.  Vio  CP,  Loyola  S,  Velarde  V.  Localization  of  com- 
ponents of  the  kallikrein-kinin  system  in  the  kidney: 
Relation  to  renal  function.  Hyper,  19(S2):  10-2, 
1992. 

23.  Ujhelyi  MR,  Ferguson  RK,  Vlasses  PH. 
Angiotensin-converting  enzyme  inhibitors:  Mecha- 
nistic controversies.  Pharmacotherapy,  9(6):  351-62, 
1989. 

24.  Lokhandwala  MF,  Hegde  SS.  Cardiovascular  phar- 
macology of  adrenergic  and  dopaminergic  receptors: 
Therapeutic  significance  in  congestive  heart  failure. 
Am  J Med.  90  (5B):  2S-9S,  1991. 

25.  McMurray  JJ,  Ray  SG,  Abdullah  I,  Dargie  HJ,  Mor- 
ton JJ.  Plasma  endothelin  in  chronic  heart  failure. 
Circ,  85(4):  1374-9,  1992. 

26.  The  CONSEN.SUS  Trial  Study  Group.  Effects  of 
enalapril  on  mortality  in  severe  congestive  heart  fail- 
ure. Results  of  the  cooperative  North  Scandinavian 
Enalapril  survival  study.  N Engl  J Med,  316(23): 
1429-39,  1987. 


27.  Ujhelyi  MR.  Ferguson  RK.  Vlasses  PH. 
Angiotensin-converting  enzyme  inhibitors:  Mecha- 
nistic controversies.  Pharmacotherapy,  9(6):  351-2, 
1989. 

28.  Cohn  JN.  Archibald  DG.  Phil  M,  Ziesche  S,  et  al. 
Effect  of  vasodilator  therapy  on  motrality  in  chronic 
congestive  heart  failure.  N Engl  J Med.  314(24): 
1547-52,  1986. 

29.  The  SOLVD  Investigators.  Effect  of  enalapril  on 
survival  in  patients  with  reduced  left  ventricular 
ejection  fractions  and  congestive  heart  failure.  N 
Engl  J Med.  325(5):  293-300.  1991. 

30.  Groden  DL.  Vasodilator  therapy  for  congestive  heart 
failure.  Lessons  from  mortality  trials.  Arch  Intern 
Med.  153:445-454.  1993. 

3 1 . Zannad  F.  Angiotensin-converting  enzyme  inhibitor 
and  spironolactone  combination  therapy.  New  objec- 
tives in  congestive  heart  failure  treatment.  Am  J 
Card,  71:  34A-9A,  1993. 

32.  Leary  WP,  Reyes  AJ,  van  der  Byl  K.  Effects  of 
angiotensin-  converting  enzyme  inhibitors  on  urinary 
excretions:  Interactions  with  diuretics.  Am  J Med, 
92(4B):  64S-68S,  1992. 

33.  Lopez-Sendon  J.  Ibopamine  in  chronic  congestive 
heart  failure:  Hemodynamic  and  neurohumoral 
effects.  Am  J Med,  90(5B):  43S-49S,  1991 . 


BE  AN  AIR  FORCE 
PHYSICIAN. 

Become  the  dedicated  physician  you 
want  to  be  while  serving  your  country  in 
today’s  Air  Force.  Discover  the  tremen- 
dous benefits  of  Air  Force  medicine.  Talk 
to  an  Air  Force  medical  program  manag- 
er about  the  quality  lifestyle  and  benefits 
you  enjoy  as  an  Air  Force  professional, 
along  with: 

• 30  days  vacation  with  pay  per  year 

• Dedicated,  professional  staff 

• Non-contributing  retirement  plan  if 
qualified 

Today’s  Air  Force  offers  the  medical  envi- 
ronment you  seek.  Find  out  how  to  quali- 
fy. Call 

IISAF  HEALTH  PROFESSIONS 
TOLL  FREE 

1-800-423-USAF  = ==  - 


MANAGED  CARE  FOR  THE  FRAIL  ELDERLY 
THE  PACE  PROJECT 


G.  PAUL  ELEAZER,  M.  D.* 
JUDITH  PINNER  BASKINS,  R.  N. 
JOHN  EGBERT,  M.  D.,  PH.  D. 

C.  DAVID  JOHNSON,  M.  D. 

LISA  WILSON,  M.  D. 


The  graying  of  the  population  is  likely  to  have 
a major  impaet  on  health  care  in  America. 
While  Federal  (Medicare)  dollars  fund  much 
of  acute  care  for  older  patients,  state  funding 
(Medicaid)  provides  many  of  the  .services  for 
long-term  care.  The  increase  in  the  elderly 
population  is  likely  to  increase  both  of  these 
costs  significantly.  For  example.  Medicare 
costs  for  the  oldest  old  may  increase  six  fold 
by  the  year  2040  (in  constant  1987  dollars).' 
Cost-effective  care  for  our  aging  population  is 
particularly  challenging  for  those  frail  elderly 
persons  who  meet  nursing  home  level  of  care 
criteria.  The  PACE  (Program  For  All-inclu- 
sive Care  Of  The  Elderly)  Project  is  a man- 
aged care  system  which  integrates  acute  and 
long  term  care,  in-patient  and  out-patient  care, 
while  also  integrating  Medicare  and  Medicaid 
financing  to  provide  cost  effective  all  inclu- 
sive care  to  elderly  participants.  This  article 
will  provide  historical  background  on  the 
PACE  Project,  describe  the  model  of  care 
implemented  in  PACE  programs,  and  provide 
an  update  on  Palmetto  SeniorCare,  one  of  the 
first  four  PACE  sites. 

BACKGROUND 

In  the  late  1960s,  a group  of  concerned  citi- 
zens from  the  Chinatown/North  Beach/Polk 
Gulch  district  in  San  Francisco  recognized  the 
need  for  care  for  the  frail  elderly  in  their  area. 
Initially  this  group  was  planning  to  develop  a 

*Address  correspondence  to  Dr.  Eleazer  at  the  Deprt- 
ment  of  Medicine,  Division  of  Geriatrics,  University  of 
South  Carolina  School  of  Medicine,  PO  Box  119, 
Columbia,  SC  29202. 


nursing  home  to  serve  the  area.  In  1971  a con- 
sultant, Marie  Louise  Ansak,  was  hired  to 
study  the  feasibility  of  building  a nursing 
home  in  the  district.  However,  Ms.  Ansak 
instead  recommended  developing  a communi- 
ty based  system  of  out-patient  services  for  the 
frail  elderly  (similar  to  that  used  in  the 
English  day  hospital  system).  The  first  day 
health  center  opened  in  March  1973  and  pro- 
vided elderly  participants  with  meals,  personal 
care  services,  rehabilitative  services,  and 
recreational  activities  as  well  as  nursing, 
social  and  transportation  services.  A multidis- 
ciplinary team  approach  of  caring  for  the 
elderly  was  developed.  The  philosophy  of  the 
program  was  and  is  to  maintain  participants  in 
the  community  for  as  long  as  medically, 
socially  and  economically  feasible.  The  ser- 
vice package  provided  was  modeled  on  insti- 
tutional Long-Term  Care,  with  the  added 
social,  behavioral,  and  morale  benefits  of  con- 
tinued life  in  the  community.  Primary  medical 
care  was  still  provided  by  the  participant's 
local  physician.  Often,  multiple  physicians, 
health  care  institutions,  and  other  care 
providers  were  involved  in  episodic  care. 
Despite  strong  efforts  to  assure  adequate  com- 
munication and  continuity,  by  1978  it  was 
apparent  that  this  fragmented  system  of  health 
care  delivery  was  inefficient  and  often  not  in 
the  participant's  best  interest.  At  that  time,  pri- 
mary medical  care  was  added  to  the  model, 
including  both  in-patient  and  out-patient  ser- 
vices. This  integrated  model  proved  success- 
ful in  meeting  the  needs  of  the  frail  elderly 
population  in  a cost  effective  and  efficient 
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manner.^'^  The  success  of  On  Lok  attracted  the 
attention  of  many  of  those  seeking  answers  to 
the  nation’s  health  and  long  term  care  needs. 
However,  it  was  felt  that  ethnic,  cultural,  and 
geographic  factors  unique  to  the  On  Lok  pro- 
gram were  so  critical  to  On  Lok’s  success  that 
it  was  questionable  whether  this  model  could 
be  replicated  elsewhere. 

In  1986,  Congress  approved  legislation 
which  would  enable  further  study  of  the  On 
Lok  model  in  other  geographic  areas  and  in 
ethnically  diverse  populations.  PACE  (Pro- 
gram For  All-inclusive  Care  of  the  Elderly) 
was  developed  to  begin  demonstration  pro- 
jects throughout  the  country  based  on  the  On 
Lok  model.  Initially  five  sites  were  approved 
(subsequently  this  was  extended  to  15).  Initial 
replication  sites  included  those  in  East 
Boston,  MA;  Portland,  OR;  Milwaukee,  Wl; 
Columbia,  SC;  and  the  Bronx,  NY.  Besides 
determining  the  feasibility  of  replicating  the 
On  Lok  model  of  care  in  different  geographic 
and  ethnic  regions,  PACE  was  also  to  evaluate 
patient  outcomes  for  enrollees  and  cost  effec- 
tiveness of  the  care  provided.  Currently  the 
national  project  has  approximately  2,000 
enrolled  participants  representing  the  geo- 
graphic areas  noted  above.  A more  detailed 
description  of  the  individual  sites  has  been 
published  by  Dr.  Robert  Kane  in  his  article  on 
a qualitative  analysis  of  the  PACE  program.^ 

Palmetto  SeniorCare  in  Columbia  was  one 
of  the  initial  sites  selected  to  participate  in 
PACE.  Initially  opening  its  first  Day  Health 
Center  in  the  Eau  Claire  section  of  Columbia, 
Palmetto  SeniorCare  has  now  grown  to  195 
participants  and  has  two  additional  centers. 
The  program  is  sponsored  by  two  agencies, 
Richland  Memorial  Hospital  and  the  South 
Carolina  Department  of  Health  and  Environ- 
mental Control.  Funding  to  start  up  costs  was 
provided  through  the  Robert  Wood  Johnson 
Foundation.  The  site  has  been  closely  affiliat- 
ed with  the  Division  of  Geriatrics  at  the  Uni- 
versity of  South  Carolina  School  of  Medicine 
and  serves  as  a training  site  for  residents  in 
Internal  and  Family  Medicine,  medical  stu- 
dents, and  students  of  multiple  other  disci- 


plines.'' In  the  startup  phase,  the  program 
developed  required  components  as  a fee  for 
service  provider,  billing  under  established 
guidelines  for  covered  services.  Subsequently 
it  entered  a three  year  demonstration  period 
during  which  time  it  functioned  under 
waivers’  with  progressive  risk  sharing  from 
the  Health  Care  Financing  Administration 
(HCFA)  and  the  Health  and  Human  Services 
Finance  Commission  (HHSFC).  The  program 
was  successful  in  the  demonstration  phase  and 
is  now  established  under  waivers*  from  Medi- 
care and  Medicaid.  For  each  participant,  the 
program  receives  a capitated  amount  of 
money  per  month  to  provide  all  services  to 
that  participant.  The  program  has  received 
national  recognition  for  its  success  in  imple- 
menting the  On  Lok  model  of  care.’ 

THE  MODEL 

At  a time  when  “managed  care”  has  become  a 
buzzword,  the  PACE/On  Lok  model  with  its 
focus  on  multidi.sciplinary  assessment,  coordi- 
nation of  services,  and  participant  needs  is  one 
of  the  truly  integrated  modes  of  health  care 
delivery  in  the  country.  The  On/Lok  PACE 
model  represents  a fundamental  shift  in  the 
way  that  care  is  delivered,  using  a multidisci- 
plinary team  familiar  with  each  case  to  target 
services  rather  than  relying  on  reimbursement 
guidelines  and  consumer  preferences  to  pro- 
vide this  targeting  of  resources.  The  overall 
result  is  the  use  of  a broader  range  of  services 
tailored  and  coordinated  to  support  specific 
team  and  participant  objectives. 

Each  participant  hi  the  PACE  system 
receives  an  evaluation  by  a physician,  nur.se, 
social  worker,  nutritionist,  activity/recreation- 
al therapist,  and  a rehabilitation  specialist. 


*Waivers:  The  term  waiver  was  coined  to  describe  a 
number  of  financing  initiatives  which  have  in  common 
that  a participant  in  the  program  forgoes  or  "waives” 
some  portion  of  their  normal  benefits  under  an  entitle- 
ment program  in  favor  of  the  services  provided  under 
the  waiver.  In  the  PACE  projects,  the  participant  waives 
his/her  right  to  seek  covered  services  whenever  and 
wherever  he/she  wishes  in  the  fee-for-service  system  in 
favor  of  a more  comprehensive  service  package  provid- 
ed through  the  PACE  program. 
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Some  sites  also  inelude  routine  assessments 
by  pharmacy,  optometry,  audiology,  dentistry 
and  podiatry.  Participants  are  evaluated  at 
intake  and  then  quarterly  to  determine  their 
health  care  needs.  In  addition,  unscheduled  re- 
evaluations  arc  perrormed  whenever  there  is  a 
major  change  in  the  participants  status  or  plan 
of  care. 

After  individual  assessment  by  team  mem- 
bers, the  entire  interdisciplinary  team  gathers 
to  discuss  and  develop  a care-plan  for  the  par- 
ticipant. Participants  and  their  caregivers  are 
involved  in  all  phases  of  this  process.  Unlike 
fee  for  service  where  rigid  rules  on  eligibility 
and  reimbursement  have  a major  impact  on 
any  care  planning  process,  the  PACE  program 
allows  maximum  flexibility  for  the  team  to 
negotiate  details  of  the  plan  of  care  with  par- 
ticipants and  their  families.  This  flexibility 
allows  for  negotiation  of  such  things  as  in- 
home  services  (personal  care  aids,  homemaker 
services,  meals,  etc.),  additional  day  health 
attendance,  and  respite  care.  Decisions  are 
based  on  the  assessment  of  a participant’s 
needs,  in  conjunction  with  the  team’s  analysis 
of  the  resources  necessary  to  meet  those  needs 
within  available  settings,  including  the  partici- 
pant and  the  participant’s  caregivers’  ability  to 
provide  for  themselves.- 

Nowhere  is  the  power  and  flexibility  of  the 
model  more  evident  than  in  the  management 
of  acute  illness.  While  hospitalization  is  fre- 
quently an  important  part  of  the  management, 
skillful  use  of  team  resources,  day  health  cen- 
ter services,  home  care,  and  the  support  of  the 
participant’s  caregivers  usually  results  in  a 
care  plan  which  reduces  or  eliminates  hospital 
stays  while  simultaneously  producing  compa- 
rable or  better  functional  outcomes.  In  addi- 
tion, the  reduction  of  institutional  care  reduces 
iatrogenic  illness  and  limits  the  disruption  of 
everyday  life  which  can  be  as  devastating  as 
the  illness  itself  for  many  geriatric  patients. 
Since  many  families  have  repeatedly  experi- 
enced hospitalizations  of  one  to  two  weeks  or 
longer  as  the  first  step  in  managing  all  serious 
acute  illnesses,  education  of  participants  and 
caregivers  and  attention  to  their  anxieties  and 


concerns  arc  as  important  as  the  actual  provi- 
sion of  .services  in  implementing  home  based 
care.  The  coordination  which  characterizes 
PACE  care  is  developed  through  constant 
attention  to  effective  group  process  within  the 
team.  A more  detailed  description  of  the 
model  is  provided  in  C.  Eng’s  article.^ 

The  PACE  model  is  a unique  service  and 
financing  package.  Table  1 summarizes  some 
of  the  significant  differences  among  fee-for- 
scrvice  care,  traditional  health  maintenance 
organizations,  and  the  PACE  model.  Capitated 
payment  systems  are  a familiar  form  of  reim- 
bursement for  HMOs  and  similar  care  systems 
which  capitate  physician  payments  with  one 
monthly  fee  regardless  of  the  intensity  of  ser- 
vice delivered  to  the  patient.  The  PACE  model 
is  a capitated  system  where  this  concept  is 
extended  to  the  full  service  package.  This  pro- 
vides a financial  incentive  for  coordinated 
care  and  against  over  utilization.  The  team 
process  itself,  community  involvement,  partic- 
ipant satisfaction  review,  and  internal  and 
external  review  systems  all  provide  incentives 
against  under  utilization.’* 

In  most  fee-for-service  systems,  there  is  lim- 
ited long  term  care  coverage.  This  lack  of 
coverage  is  a problem  and  is  one  of  the  major 
issues  confronting  those  proposing  health  care 
reform.  HMOs  also  have  limited  or  no  cover- 
age of  long  term  care  benefits.  The  PACE 
model  includes  long  term  care  and  combines 
it  with  acute  care  thus  resulting  in  a truly  inte- 
grated and  “seamless”  health  care  delivery 
system.  The  cost  of  nursing  home  placement 
(when  required)  is  covered  completely  and 
primary  care  services  and  care  management 
continue  to  be  provided  by  the  program  . 

The  three  systems  also  differ  in  whom  they 
target  for  service.  The  fee  for  service  system 
targets  the  general  population.  Health  mainte- 
nance organizations  generally  target  the 
healthy  individual  while  the  PACE  project 
specifically  targets  the  frail  elderly.  At  the  pre- 
sent time,  it  is  unclear  whether  the  PACE 
model  will  be  applicable  in  less  frail  elderly  or 
other  populations  (feasibility  studies  are 
exploring  implementation  of  the  model  in  frail 
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Traditional  Care 

TABLE  1 
HMO 

PACE 

Reimbursement 

Fee-for-service 

Capitated 

Capitated 

Long-term  Care  Coverage 

Limited  or  none 

Limited  or  none 

All  inclusive  acute 

Target  Population 

General  population 

The  healthy 

and  ETC 
The  frail  elderly 

Physician/Patient  Ratio 

1 :2,0()0-5,00() 

l:L0()0-5.0()0 

1:75-90 

Physician/Location 

MD  office 

MD  office 

Day  health  center 

After  Hours 

Emergency  room 

Emergency  room 

Home  or  emergency  room 

Preventive  Services 

Limited 

Prevention  emphasized 

Heavy  emphasis  on 

Health  Care  Delivery 

Fragmented 

in  most 

More  coordinated 

prevention 

Total  coordination  and 

System 

managed  care 

children  and  AIDS  patients  and  the  disabled 
adult  greater  than  age  55). 

The  location  of  service  delivery  is  another 
major  difference  between  the  PACE  model 
and  fee  for  service  or  HMO.  The  PACE  model 
emphasizes  the  day  health  center  approach. 
Patients  receive  their  routine  care,  episodic 
care,  and  other  medical  and  rehabilitation  ser- 
vices in  the  same  location  where  they  are 
coming  for  routine  social  day  care  services. 
After  hours  coverage  may  be  provided  in  the 
emergency  room  but  is  frequently  provided  in 
the  patient’s  home  instead.  Acute  care  service 
may  be  delivered  in  the  hospital  but  many 
acute  medical  illnesses  (not  requiring  inten- 
sive care  unit  service)  are  managed  at  home, 
in  boarding  homes  (or  other  similar  housing), 
in  the  day  health  center,  or  in  a nursing  home. 

In  the  fee-for-service  system,  only  a limited 
number  of  preventive  services  are  reim- 
bursable. The  PACE  model  places  a heavy 
emphasis  on  prevention  including  addressing 
specific  geriatric  syndromes.  Primary,  sec- 
ondary, and  tertiary  prevention  are  all  routine 
for  PACE  programs. 

Fragmentation  is  a frequent  problem  in  tra- 
ditional health  care  delivery.  Care  is  rendered 
in  an  uncoordinated  fashion  depending  on 
payor  source,  location  of  service  delivery, 
individual  patient  insurance  coverage,  and  the 
knowledge  of  the  patients,  their  informal  care- 
givers, and  of  the  health  care  providers 
involved  in  the  patient’s  care.  The  PACE 


model  provides  a coordinated  delivery  system 
in  which  all  aspects  of  the  patient’s  health 
care  are  managed  by  a team  of  individuals 
who  know  the  patient’s  condition  and  the 
patient’s  and  family’s  wishes  in  detail. 

The  interdisciplinary  team  is  a major  differ- 
ence between  PACE  and  more  traditional 
health  care  systems.  By  virtue  of  frequent 
team  meetings  and  extensive  contacts  among 
team  members,  the  participants,  and  their 
caregivers,  each  discipline  involved  in  the 
care  of  the  participant  has  an  unusually  broad 
perspective.  Thus,  the  physician  practicing  the 
PACE  model  has  a much  better  understanding 
of  the  social  situation  and  whether  families  or 
other  caregivers  will  be  a^)le  to  provide  a spe- 
cific type  of  care  for  a given  patient,  while  the 
social  worker  practicing  in  the  PACE  model 
has  a more  detailed  picture  of  the  participant’s 
medical  condition  and  prognosis,  and  how 
this  is  likely  to  stress  the  informal  support  net- 
work. For  example,  the  decision  whether  to 
hospitalize  or  not  to  hospitalize  a patient  with 
pneumonia  requires  detailed  knowledge  of 
family  dynamics,  family  resources,  availabili- 
ty of  home  health,  after  hours  and  weekend 
coverage,  and  backup  systems  should  the  ini- 
tial plans  for  care  not  fall  in  place.  In  the  fee- 
for-service  system,  few  if  any  physicians  have 
time  to  handle  this  complex  set  of  issues. 
However,  in  the  PACE  model  an  entire  team 
works  with  the  family  and  participant  to  effec- 
tively deliver  coordinated  care  of  high  quality 
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in  a very  cITicicnl  manner.  In  addition,  inter- 
vention with  family  and  earegivers  in  .siieh 
areas  as  home  safety,  negleet,  nutrition,  exer- 
eise  and  psyeliosoeial  funetioning  ean  lead  to 
rediietions  in  morbidity  for  the  partieipant. 

RESULTS 

The  final  evaluation  for  the  FACE  projeet  will 
take  several  years.  However,  we  have  already 
learned  several  things  from  the  demonstration 
portion  of  the  projeet.  First,  the  On  Lok  model 
of  eare  ean  be  effeetively  implemented  in  a 
variety  of  geographie  and  ethnieally  diverse 
areas.  Second,  the  project  has  met  with  a high 
degree  of  acceptance  by  clients,  caregivers, 
and  providers  both  within  PACE  and  in  the 
broader  community.  An  initial  qualitative 
analysis  of  the  PACE  project  indicated  the 
early  success  of  the  replication  sites. ^ 

A recent  study  by  the  South  Carolina  State 
Health  and  Services  Finance  Commission 
found  a high  degree  of  satisfaction  with  the 
services  offered  by  Palmetto  SeniorCare.  Sev- 
enty-two participants  were  initially  selected  at 
random.  Forty  participants  and  30  caregivers 
were  interviewed.  Seventy-four  percent  of 
respondents  indicated  that  they  felt  that  their 
medical  care  was  excellent  to  very  good.  Most 
of  the  respondents  (63  percent)  felt  that  the 
medical  care  that  they  were  receiving  under 
this  project  was  an  improvement  over  the  care 
which  they  were  previously  receiving.  Care- 
givers felt  that  the  program  had  given  them 
increased  social  time,  improved  their  family 
time,  and  resulted  in  reduced  amounts  of 
stress.  The  “human”  side  of  the  program  was 
evident  in  participants  reporting  that  they  had 
made  new  friends  at  the  center  (97.5  percent), 
enjoyed  the  food  (87.5  percent),  and  enjoyed 
the  activities  (95  percent).  Ninety  percent 
reported  that  their  quality  of  life  had  improved 
since  enrolling!* 

While  cost  effectiveness  has  yet  to  be  com- 
pletely evaluated  due  to  limited  data,  compar- 
isons to  the  current  methodology  used  to 
determine  the  program’s  reimbursement  at 
least  form  some  basis  for  determining  effec- 
tiveness. Currently  Medicare  reimbursement 


is  based  on  the  Area  Average  Per  Capita  rate 
for  (he  given  area  multiplied  by  a frailly  fac- 
tor. ftach  site  nationally  is  reimbursed  at  95 
percent  of  this  rale. 

Preliminary  cost  comparisons  have  been 
favorable.  In  South  Carolina,  costs  for  Medi- 
caid were  (racked  period  for  persons  age  55 
and  older  who  reside  in  a nursing  home  facili- 
ty in  Richland  County,  (State  and  Federal 
nursing  homes  were  excluded).  The  program 
then  was  reimbursed  at  73  percent  of  that  cost. 
Thus  a minimum  of  a five  percent  savings  to 
Medicare  and  27  percent  savings  to  Medicaid 
which  is  mandated  by  the  lower  reimburse- 
ment level.  Monthly  participant  expenditures 
for  Palmetto  SeniorCare  are  approximately  68 
percent  of  the  cost  for  an  equivalent  Medicare, 
Medicaid  (dually  eligible)  patient  in  the  fee- 
for-service  system. 

The  key  to  the  cost  effectiveness  of  the 
model,  is  the  ability  of  the  program  to  shift 
care  from  the  more  costly  acute  care  setting  to 
that  of  subacute  or  community  based  settings. 
The  greatest  challenge  is  to  accomplish  this 
without  compromising  the  quality  of  care.  The 
coordination  and  flexibility  of  PACE  care 
planning  can  dramatically  reduce  the  need  for 
acute  hospital  services.  Over  a three-year  peri- 
od, Palmetto  SeniorCare  reduced  average  hos- 
pital utilization  for  enrolled  participants  by 
more  than  80  percent,  and  average  length  of 
stay  by  50  percent.  The  primary  care  physi- 
cian can  implement  an  earlier  discharge  with- 
out compromising  quality  of  care  because 
he/she  knows  the  patient  will  be  picked  up  by 
the  program’s  van  and  brought  into  the  Day 
Health  Center,  where  they  will  be  seen  by  the 
same  physician.  With  the  use  of  center  staff 
and  home  care,  medication  compliance  is 
greatly  improved. 

The  need  for  other  types  of  institutional  care 
is  also  reduced  by  the  improved  coordination 
in  care.  All  clients  who  enter  a PACE  project 
must  meet  the  state  definition  of  nursing  home 
level  of  care.  Yet,  across  the  PACE  project, 
the  rate  of  nursing  home  placement  is  only  4.5 
percent,  a figure  which  includes  temporary 
use  for  caregiver  respite  as  well  as  long  term 
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placements. 

While  cost  effectiveness  has  yet  to  be  com- 
pletely evaluated  due  to  limited  data,  compar- 
isons to  the  current  methodology  used  to 
determine  the  program’s  reimbursement  at 
least  form  some  basis  for  determining  effec- 
tiveness. Currently,  Medicare  reimbursement 
is  based  on  the  AAPC  rate  for  the  given  are 
multiplied  by  a frailty  factor.  Each  site  nation- 
ally is  reimbursed  at  95  percent  of  this  rate  for 
the  Medicare  portion. 

While  not  the  answer  to  all  long-term  care 
needs  in  the  state,  the  model  does  oft'er  alter- 
natives and  choices  for  the  most  number  of 
families  who  do  wish  to  care  for  their  loved 
ones  in  their  own  home  and  community. 

CONCLUSION 

The  demographic  imperative  requires  that  we 
look  for  cost-effective  means  for  caring  for 
the  elderly  population.  One  alternative  for  car- 
ing for  frail  elderly  patients  is  the  PACE 
model.  This  model  focuses  on  integration  of 


financing,  integration  of  care,  and  prevention 
of  disability  with  an  improved  quality  of  life. 
Other  populations  may  benefit  from  the  same 
approach.  H 

REFERENCES 

1.  Schneider  EL,  Guralnik  JM.  The  aging  of  America. 
JAMA.  Vol.  1 (26.t),  pps  2335-2340,  1990. 

2.  Eng,  C.  Multidisciplinary  approach  to  medical  care: 
The  On  Lok  Model.  Clinical  Report  on  Aging.  Vol. 
I (6),  pps  5-7,  1987. 

3.  Shen.  HJ,  Iverson  A.  PACE:  A capitated  model 
towards  long  term  care.  Henry  Ford  Hospital  Medi- 
cal Journal.  Vol.  40,  Numbers  1 & 2,  pps  4144, 
1992. 

4.  Droste  T.  On  Lok  replicating  a capitated  long  term 
care  program.  Hospitals.  August  5,  p.  112,  1987. 

5.  Kane  RL.  lllston,  LH,  Miller,  NA.  Qualitative  anal- 
ysis of  the  program  of  all-inclusive  care  for  the 
elderly  (PACE).  The  Gerontologist.  Vol.  32,  (6). 

6.  Egbert  JR.  Eleazer  G.  Baskins  J.  Use  of  a non-tradi- 
tional  site  for  training  multiple  disciplines  in  geri- 
atrics. Educational  Gerontolgy  20:221-720,  1993. 

7.  New  York  Times,  Monday,  February  14,  1994,  Page 
1. 

8.  Palmetto  SeniorCare  Satisfaction  Survey  Final 
Report.  South  Carolina  State  Health  and  Human  Ser- 
vices Finance  Commission,  P.O.  Box  8206, 
Columbia,  SC  29202.  January  1994. 


Surgical  Supply  Company 


Physician/ 

Hospital/ 

Home  Care  Supplies 


3333  North  Tryon  Street 
P.O.  Box  35488 
Charlotte,  NC  28235 
704/372-2240 
800/874-2240 


“Serving  The  Medical  Profession  Since  1919” 

Medical  ♦ Surgical  ♦ Laboratory  ♦ Diagnostic 
Equipment  and  Supplies 


J.  Kent  Whitehead  Rick  E.  Watkins  Scott  Smith 

South  Carolina  Salesmen  Serving  You 


Winchester  Home  Healthcare 

Medical  Supplies  And  Equipment  For  Your  Patients  At  Home 
Charlotte,  North  Carolina  704/332-1217 


December  1994 


591 


RENAL  COLIC  DUE  TO  HENOCH-SCHONLEIN 
PURPURA* 
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ALEXANDER  K.  C.  LEUNG,  M.  B.  B.  S. 
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INTRODUCTION 

Henoch-Schonlein  purpura  (HSP)  is  a vas- 
CLilitic  disease  with  an  immunologieal  patho- 
genesis that  eomnionly  involves  the  kidneys.' 
Non-renal  involvement  of  the  urinary  traet  has 
been  reported  but  is  eonsidered  to  be  uneom- 
mon.  We  report  a six-year-old  boy  with  HSP 
who  developed  renal  colie  associated  with  the 
passage  of  tubular-shaped  blood  clots  in  the 
urine. 

CASE  REPORT 

TB  was  born  after  an  uncomplicated  pregnan- 
cy, tabor,  and  delivery.  His  birth  weight  was 
3.38  kg.  At  the  age  of  five  weeks,  he  devel- 
oped projective  vomiting.  Pyloric  stenosis  was 
diagnosed,  and  the  child  underwent  a 
pyloromyotomy  (Ramstedt's  operation). 

At  the  age  of  six  years,  he  developed  a nasal 
discharge,  cough,  and  fever.  Approximately 
one  to  two  weeks  later  the  patient  experienced 
abdominal  pain,  vomiting,  aching  in  the  legs, 
and  a rash  over  the  feet.  On  admission  to  hos- 
pital, his  weight  was  20  kg  (20th  percentile), 
height  118.5  cm  (35th  percentile),  blood  pres- 
sure (BP)  98/50  mm  Hg,  heart  rate  120  beats 
per  minute,  respiratory  rate  28  per  minute,  and 
temperature  37.6°  C.  He  had  mild  anterior 
cervical  lymphadenopathy,  a grade  1 to  2 
functional  ejection  systolic  murmur  at  the  left 


*Froni  the  Children's  Hospital.  Greenville  Hospital 
System,  Greenville.  SC  (Drs.  Robson  and  Mathers)  and 
the  University  of  Calgary  and  the  Alberta  Children's 
Hospital,  Calgary,  Alberta,  Canada  (Dr.  Leung). 

** Address  correspondence  to  Dr.  Robson  at  Children's 
Hospital.  Greenville  Hospital  System.  890  W.  Paris 
Road.  Suite  250,  Box  #1,  Greenville,  SC  29605-4253. 


sternal  border,  tenderness  and  guarding  to 
palpation  of  the  lower  abdomen,  swelling  of 
the  ankles  and  feet,  and  a petechial  and  pur- 
puric rash  over  the  feet  and  the  right  knee. 
Blood  tests  on  admission  revealed  a 
hemoglobin  of  115  g/L,  white  blood  cell 
(WBC)  count  of  24.0  x I07L  with  63  percent 
neutrophils,  18  percent  bands,  16  percent  lym- 
phocytes, one  percent  monocytes,  and  three 
percent  atypical  lymphocytes,  platelet  count 
383  X 10/L,  sodium  128  mmol/L,  potassium 
3.8  mmol/L,  chloride  96  mmol/L,  total  carbon 
dioxide  28  mmol/L,  urea  6.5  mmol/L,  creati- 
nine 55  umol/L,  total  protein  31  g/L,  albumin 

14  g/L,  glucose  7.1  mmol/L,  calcium  1.86 
mmol/L,  and  phosphorus  1.43  mmol/L.  A 
throat  swab  culture  was  normal.  The  anti- 
streptolysin O titre  (ASOT)  was  166  Todd 
units.  The  prothrombin  time  and  partial 
thromboplastin  time  were  normal.  The  third 
and  fourth  components  of  the  serum  comple- 
ment were  1 .3(J  g/L  and  0.30  g/L,  respectively. 
The  total  hemolytic  complement  was  46,000 
units  per  liter.  The  serum  immunoglobulin  G 
(IgG)  was  5.96  g/L,  immunoglobulin  A (IgA) 
2.62  g/L,  and  immunoglobulin  M (IgM)  0.64 
g/L.  The  urinalysis  revealed  a random  specific 
gravity  of  1.035,  3-f-  protein  by  dipstick,  and 
greater  than  100  red  blood  cells  (RBC),  10  to 

15  WBC,  five  to  seven  WBC  casts,  three  to 
five  granular  casts,  and  eight  to  10  hyaline 
casts  per  high  power  field.  A diagnosis  of 
HSP  was  established,  and  he  was  treated  with 
prednisone  2 mg/kg/day  for  one  month. 

Sixteen  days  after  admission,  he  developed 
severe  abdominal  pain.  The  abdominal  pain 
was  colicky  in  nature  and  localized  to  the  left 
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side  of  the  abdomen.  He  was  noted  to  writhe 
on  the  hospital  bed  and  cry  during  these 
episodes.  In  beween  the  colicky  pain,  the 
patient  had  a generalized,  persisent,  and  dull- 
aching  epigastric  and  periumbilical  abdominal 
pain.  In  association  with  the  episodes  of  col- 
icky abdominal  pain,  the  patient  was  noted  to 
have  gross  hematuria  with  contained  blood 
clots  that  were  tubular-shaped.  He  continued 
to  develop  episodes  of  left-sided  colicky 
abdominal  pain  for  three  days.  A renal  ultra- 
sound revealed  mild  hydronephrosis  on  the 
left  side.  An  intravenous  pyelogram  and  a ret- 
rograde pyelogram  were  considered,  but  the 
condition  of  the  patient  did  not  permit  these 
studies.  A repeat  renal  ultrasound  one  month 
later  continued  to  show  mild  left  hydro- 
nephrosis, unchanged  from  the  previous  ultra- 
sound. 

During  the  hospital  admission,  he  also 
developed  protein-losing  enteropathy  requir- 
ing intravenous  hyperalimentation,  bruising  of 
the  left  scrotum  and  tenderness  of  the  left  tes- 
ticle, focal  seizures  with  twitching  of  the  left 
hand,  hematochezia,  anemia  (6.6  g/L)  requir- 
ing transfusion,  hypertension  requiring  treat- 
ment with  anti-hypertensive  medications, 
nephrotic  syndrome,  and  pulmonary  edema. 
The  patient  developed  renal  insufficiency  with 
the  serum  creatinine  and  urea  increasing  to  a 
maximum  of  156  umo/L  and  24.1  mmol/L, 
respectively.  The  patient  was  hospitalized  for 
two  months.  On  discharge,  the  blood  creati- 
nine and  urea  were  66  umol/L  and  21 
mmol/L,  respectively,  and  the  total  serum  pro- 
tein and  albumin  were  48  g/L  and  29  g/L, 
respectively. 

One  year  after  the  initial  presentation,  the 
BP  was  110/60  mmHg,  and  the  urinalysis 
revealed  2+  protein  by  dipstick  and  10  to  20 
BC  and  2 to  5 WBC  per  high  power  field.  The 
blood  creatinine  was  71  umol/L,  urea  5.9 
mmol/L,  creatinine  clearance  131  ml/min/ 
L73m^  and  24-hour  urine  collection  for  pro- 
tein 707  mg.  Eifteen  months  after  the  initial 
presentaton,  he  developed  painless  gross 
hematuria  and  generalized  edema  in  associa- 
tion with  pharyngitis.  The  patient  did  not 


develop  abdominal  pain,  joint  pain  or 
swelling,  or  a rash.  The  throat  swab  grew 
group  A beta  hemolytic  streptococci,  and  the 
ASOT  was  833  Todd  units,  falling  to  625 
Todd  units  two  months  later.  The  blood  creati- 
nine and  urea  were  78  umol/L  and  19.8 
mmol/L,  respectively.  A 24-hour  urine  collec- 
tion revealed  a creatinine  clearance  of  98 
ml/min/l .73m-  and  3845  mg  of  protein.  The 
serum  total  protein  and  albumin  were  50 
umol/L  and  26  mmol/L,  respectively.  He  did 
not  experience  any  further  relapses,  and.  1 1 
years  after  the  acute  presentation,  the  creati- 
nine clearance  was  85  ml/min/l .73m%  the  24- 
hour  urine  protein  was  438  mg,  and  an  ultra- 
sound and  a Mag  3 nuclear  renal  scan  were 
normal  without  any  evidence  of  hydronephro- 
sis. 

DISCUSSION 

Kidney  involvement  is  reported  in  up  to  60 
percent  of  patients  with  HSR-  Most  patients 
with  renal  involvement  present  with  mico- 
scopic  hematuria.  Painless  gross  hematuria  is 
also  common.  Hematuria  is  usually  due  to  an 
endocapillary  proliferative  glomerulonephri- 
tis. The  patient  we  report  presented  with  gross 
hematuria  associated  with  renal  colic,  the  pas- 
sage of  tubular-shaped  blood  clots  in  the 
urine,  and  mild  hydronephrosis  observed  by 
renal  ultrasound.  The  location  and  quality  of 
the  pain  suggest  an  origin  from  either  the  kid- 
ney or  the  ureter.  The  tubular  shape  of  the 
blood  clots  observed  in  the  urine  suggests  that 
the  blood  clots  were  formed  in  a ureter.  The 
possibilities  to  account  for  this  presentation 
include  significant  renal  bleeding  due  to 
glomerulonephritis  or  renal  papillary  necrosis, 
or  ureteral  bleeding  due  to  ureteritis.  A renal 
source  of  the  bleeding  with  subsequent  clot 
formation  in  the  ureter  is  a possibility,  but  in 
our  view,  is  unlikely.  Gross  hematuria  due  to 
glomerulonephritis  is  not  associated  with 
renal  colic  or  clot  formation.  Renal  papillary 
necrosis  may  be  associated  with  renal  colic 
due  to  the  passage  of  a sloughed  renal  papil- 
lae, but  no  renal  tissue  was  observed  in  the 
urine  of  our  patient,  which  makes  this  possi- 
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bility  less  likely.  We  believe  that  the  most 
likely  explanation  for  the  eaiise  of  the  renal 
eolie,  gross  hematuria,  passage  of  tubular- 
shaped blood  elots,  and  hydronephrosis  in  the 
patient  we  report  is  a ureteritis.  HSP  is  a vas- 
eulitie  disease  with  an  immunopathogenesis 
that  involves  arterioles,  venules,  and  capillar- 
ies.' In  the  patient  that  we  report,  it  is  possible 
that  small  vessels  in  the  left  ureter  developed 
a leukocytoelastic  vasculitis  resulting  in  a 
ureteritis. 

We  reviewed  the  literature  and  identified  10 
previously  reported  cases  of  ureteritis  associ- 
ated with  HSP."  '"  Ureteritis  has  been  reported 
to  develop  in  multiple  segments  of  a ureter.’*’ 
Previously  reported  patients  with  ureteritis 
have  usually  presented  with  gross  hematuria 
and  renal  colic.  However.  Thompson  et  al. 
reported  a six-and-a-half-year-old  girl  with 
HSP  who  presented  with  microscopic  hema- 
turia.’ The  authors  did  not  mention  the  pres- 
ence of  renal  colic,  gross  hematuria,  or  blood 
clots  in  the  urine.  An  intravenous  pyelogram 
(I VP)  showed  multiple  filling  defects  in  the 
right  and  the  left  renal  pelvis  and  ureter.’  The 
absence  of  colicky  abdominal  pain  or  gross 
hematuria  in  this  patient  raises  the  possibility 
that  ureteritis  may  be  more  common  than  is 
generally  appreciated  in  patients  with  HSP 
and  that  ureteritis  may  be  responsible  for 
microscopic  hematuria  in  some  patients.  The 
demonstration  of  microscopic  hematuria  in 
patients  with  HSP  is  usually  considered  to  be 
evidence  of  the  presence  of  the  endocapillar>' 
glomerulonephritis  associated  with  HSP.  We 
suggest  that  unless  an  examination  of  the 
urine  sediment  reveals  the  presence  of  cellular 
casts  or  dysmorphic  red  blood  cells,  ureteritis 
should  be  considered  in  the  differential  diag- 
nosis of  microscopic  hematuria  associated 
with  HSP.  The  most  common  complication 
reported  to  be  caused  by  the  ureteritis  associ- 
ated with  HSP  is  urinary  obstruction.’’’  Most 
of  the  previously  reported  cases  of  ureteritis 
presented  with  hydronephrosis  and  required 
surgical  correction  of  the  urinary  obstruc- 
tion.’’ Hydronephrosis  requiring  surgical 
exploration  usually  occurs  during  the  acute  ill- 


ness but  may  develop  up  to  four  months  after 
the  onset  of  the  HSR’  Urinary  obstruction  may 
be  bilateral,  and  anuria  due  to  bilateral  urinary 
obstruction  has  been  reported.  Biopsies  of 
ureteral  tissue  obtained  at  surgical  exploration 
have  revealed  edema,  mononuclear  cell  infil- 
trate, fibrinoid  necrosis  of  the  media  and  inti- 
ma  of  the  arterioles  and  capillaries,  fibrosis, 
and  calcification.’-’  The  hydronephrosis  in  our 
patient  did  not  require  surgical  correction,  and 
long-term  follow-up  has  not  revealed  any  evi- 
dence of  persisting  obstruction. 

Prior  treatment  with  a corticosteroid  did  not 
prevent  the  ureteritis  in  the  patient  that  we 
report.  Whether  treatment  with  corticosteroid 
in  our  patient  prevented  the  development  of 
persistent  obstruction  requiring  surgical  cor- 
rection cannot  be  determined.  Several  of  the 
previously  reported  cases  of  ureteritis  associ- 
ated with  HSP  were  treated  with  corticos- 
teroid with  varying  results.  Mougenot  et  al. 
reported  a patient  who  appeared  to  respond  to 
treatment  with  corticosteroid  and  who  did  not 
require  operative  intervention,  although  other 
authors  have  reported  that  treatment  with  cor- 
ticosteroid did  not  prevent  obstructive  seque- 
lae .’■*•* 

Another  complication  reported  due  to 
ureteritis  associated  with  HSP  is  perforation 
of  the  ureter.  Grotte  et  al.  reported  a 10-year- 
old  boy  with  HSP  who  developed  ureteritis 
and  in  whom  an  IVP  obtained  one  month  after 
the  onset  of  the  HSP  revealed  dilatation  of  the 
right  renal  pelvis  and  extravasation  of  urine 
down  along  the  right  psoas  muscle.’  The 
patient  that  we  report  did  not  have  any  evi- 
dence of  this  complication. 

A third  complication  reported  due  to  ureteri- 
tis associated  with  HSP  is  calcification  of 
retained  blood  clots  in  the  pelvis  of  the  kid- 
ney. Kher  et  al.  reported  a nine-year-old  boy 
with  HSP  who  developed  ureteritis  and  in 
whom  calcified  blood  clots  were  removed 
from  the  renal  pelvis  one  year  after  the  onset 
of  HSP.’  The  patient  that  we  report  did  not 
have  any  evidence  of  this  complication. 

Ureteritis  is  a potential  complication  of  HSP 
and  may  be  more  common  than  is  currently 
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appreciated.  Patients  with  HSP  who  have 
microscopic  hematuria  but  who  do  not  have 
evidence  of  cellular  casts  or  dysmorphic  red 
blood  cells  should  have  diagnostic  imaging 
studies  performed  to  look  for  evidence  of 
ureteritis.  Ureteritis  should  be  considered  in 
patients  with  HSP  who  develop  renal  colic  or 
who  have  tubular-shaped  blood  clots  in  the 
urine.  An  ultrasound  of  the  urinary  tract  should 
be  obtained  in  all  patients  with  HSP  who  have 
microscopic  hematuria  in  order  to  look  for  evi- 
dence of  hydronephrosis,  which  may  be  a 
manifestation  of  ureteritis.  Urinary  obstruction 
requiring  surgical  correction  is  a possible 
sequelae  of  ureteritis  associated  with  HSP. 

SUMMARY 

A six-year-old  boy  with  Henoch-Schonlein 
purpura  (HSP)  presented  with  renal  colic  and 
the  passage  of  tubular-shaped  blood  clots  in 
the  urine.  The  authors  suggest  that  the  renal 
colic  was  due  to  a ureteritis.  Ureteritis  in 
patients  with  HSP  may  be  more  common  than 
is  generally  appreciated.  □ 
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Why  Fee  Only? 


Ill  today's cicr dial 
lcii{>inf>  financial 
niarkct|ilacc,  olijcc- 
ti\  itv  is  pcrliaps  the 
rarest  anti  most  \ alu- 
ahle  eonimodits.  A 
fee  onl\  financial 
planner  lielieves  that 
a siftnifeant  confict 
of  interest  exists  if 
any  ad\  isor  stands  to 
personally  gain 
when  investment  and  other  planning 
recommendations  arc  implemented. 

■\s  a fee  only  f nancial  planner,  v\e 
are  compensated  solely  from  client 


fees,  and  in  order  to 
avoid  a eonflict 
of  interest,  will  not 
accept  any  commis- 
sions or  referral  fees 
from  |irodiict  spon- 
sors, originators,  bro- 
kers or  other  distrib- 
utors of  financial 
products  or  scr\  ices. 
No  commissions.  \o 
conllicts. 

W'e  proside  highly  personalized, 
unbiased  advisory  services  which  can 
enable  you  to  achicce  your  goals  for 
greater  financial  seeurityt 


Call  803-686-4909  today  lor  more  information  or  a free  brochure. 

ANNEMBOftEHCPP 

F E E O N L A F I .A  N C I L A D V I S ()  K 
Certified  Fi.xamtai  Plawer  • Registered  I.westme.xt Advisor 

19  Pope  Avenue  Executive  Park  * Hilton  Head  Island,  SC  29928  * (803)  688-4909 


SYMPOSIUM  FOR  CUU\’88  UAH  DIRECTORS 
MARCH  9-  II,  1995 
WILD  DUNES,  SC  (near  Charleston,  SC) 

Core  Curriculum  - 13  hours  $479.1)0  by  2/15/95 

$549.00  after  2/15/95 
The  “Braiii-to-Brain”  Theory 
CLIA’88:  Responsibilities  of  the  Lab 
Test  Classification 
Selecting  an  Inspection  Agency 
Responsibilities  of  the  Lab  Director 
Quality  Control/Quality  Assurance 
The  Procedure  Manual/Proficiency  Testing 
Laboratory  Safety/Laboratory  Inspections 

Optional  Courses  - 1 1 hours  $49.00  to  99.00 

Organizing  Your  Lab  for  Success 
Competency  Evaluation 
Statistical  Quality  Control 
Instrument  Selection 

FACULTY:  Rosemary  Bakes-Martin,  M.  S,  MT  (ASCP)  CDC; 
Verlin  K.  Janzen,  MD,  FAAFP  Nebraska  City;  David  Hassemer,  MS, 
W1  State  Lab;  .Mary  Clare  Brenny,  MT  (ASCP)  DuPont  Corp.;  Linda 
Herndon.  MBA.  MT  (ASCP)  RCFA  Physician  Managers,  Inc.; 
Joseph  Keffer,  MD,  Univ.  TX  SW  Medical  Center;  Peggy  Prinz 
Leubert,  MS,  MT  (ASCP)  SC,  CIC,  Mem  Hosp,  Freemont,  NE; 
Diana  Mass,  MA.  .MT  (ASCP),  CLS,  AZ  State  University.  Temple, 
AZ;  Barbara  Mitchell,  MS,  MT  (ASCP);  Terry  Oldfield,  MBA.  MT, 
Chicago  Lab;  Judith  Yost,  MA,  MT  (ASCP)  HCFA. 

Sponsored  by  The  National  Laboratory  Training  Network 
Southeast  Area  Resource  Office  - Nashville  TN 

For  additional  information:  (615)  262-6315 
Southeast  states  only  (800)  536-6586 


PHYSICIAN  RECOGNITION  AWARDS 


The  following  SCMA  physicians  are  recent  recipients  of  the  AMA’s  Physician  Recognition 
Award.  This  award  is  official  documentation  of  Continuing  Medical  Education  hours  earned. 


Robert  S.  Adams,  M.  D. 

Bartolo  M.  Barone,  M.  D. 

Kamal  S.  Basily,  M.  D. 

Myles  D.  Davis,  M.  D. 

Paul  A.  Deci,  M.  D. 

John  B.  Eberly,  M.  D. 

P.  Gopalakrishnan,  M.  D. 

George  P.  Hillen,  M.  D. 

Roy  R.  Hudgens,  M.  D. 

Donald  G.  Kilgore,  M.  D. 
Shubhalaxmi  A.  Kudehadkar,  M.  D. 
Mark  R.  Langdon,  M.  D. 

Robert  A.  Luke,  M.  D. 

Harold  G.  Morse,  M.  D. 


Ernest  E.  Munay,  M.  D. 

Rael  Nidess,  M.  D. 

Don  L.  Peoples,  M.  D. 
Howard  H.  Poston,  M.  D. 
Dominic  S.  Raso,  M.  D. 
Raymond  Rosenblum,  M.  D. 
Sam  H.  Ross,  M.  D. 

John  R.  Scott,  M.  D. 

H.  E.  Shaw,  M.  D. 

Ralph  M.  Shealy,  M.  D. 
Loretta  S.  Swan,  M.  D. 

Peter  A.  Tucci,  M.  D. 

James  D.  Whitehead,  M.  D. 
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HIGHLIGHTS  OF  THE  NOVEMBER  BOARD  OF  TRUSTEES  MEETINGS 


The  SCMA  Board  of  Trustees  received  a report  con- 
cerning a meeting  between  SCMA  board  members  and 
members  of  the  SC  Hospital  Association  regarding  the 
formation  of  a Health  Care  Policy  Committee.  The  board 
approved  the  formation  of  this  committee  whose  purpose 
is  to  explore  areas  of  common  interest  between  SCMA 
and  SCHA  and  work  together  on  these  common  goals. 

The  board  also  announced  a joint  effort  between  SCMA 
and  MUSC's  Department  of  Health  Administration  and 
Policy.  In  early  spring  of  1995,  SCMA's  first  Managed 


Care  Institute  will  take  place  in  Charleston.  The  goal  of 
the  institute  is  to  provide  physicians  with  an  extensive 
educational  program  about  managed  care.  Watch  this 
newsletter  for  further  details. 

The  board  also  gave  final  approval  to  two  ethical  state- 
ments developed  by  SCMA's  Medical  Ethics  Commit- 
tee and  a joint  SCMA/SCHA  Committee  concerning  inef- 
fective or  futile  medical  treatment  and  do-not-resuscitate 
orders.  Watch  for  publication  of  these  statements  in  a spe- 
cial issue  of  The  Journal  early  next  year.  □ 


MEDICARE  UPDATE 


Please  read  very  carefully  the  December,  1994  Medicare 
Advisory  which  you  should  have  received  by  this  time. 
You  should  also  have  received  the  1995  Fee  Schedule  and 
Participation  Enrollment  Package.  You  have  the  option 
until  December  3 1 , 1994  of  changing  your  participation 
status  for  1995.  If  you  have  questions,  contact  the  Part 
B Provider  Service  Center  at  (803)  788-5568. 

Name  Change:  Effective  January  1 , 1995,  the  South  Car- 
olina Medicare  Divisions  (Part  A and  B)  will  be  known 
as  Palmetto  Government  Benefit  Administrators,  or 
Palmetto  GBA.  Palmetto  GBA  is  the  official  name  for 
all  government  programs  administered  by  Blue  Cross  and 
Blue  Shield  of  South  Carolina.  When  addressing  mail  to 
the  Part  B Division,  you  should  use  “Palmetto 
GBA/Medicare  Part  B.”  The  mailing  address  has  not 
changed. 

Provider  Service  Center  Reorganization:  The  Medicare 
Part  B Provider  Service  Center  has  grouped  related  spe- 
cialties together  and  created  three  teams,  effective  Decem- 
ber 1,  1994.  A complete  breakdown  by  specialties  is  in 
the  December,  1994  Medicare  Advisory.  Since  teams  are 
based  on  specialties,  there  will  no  longer  be  separate  tele- 
phone numbers  for  participating  and  non-participating 


providers.  All  providers  should  use  (803)  788-5568  when 
calling  the  Provider  Service  Center. 

1995  Part  B Deductible:  The  1995  Part  B Deductible  will 
not  change  but  will  remain  at  $100. 

Basic  Billing  Workshop:  The  next  Medicare  Part  B Basic 
Billing  Workshop  will  be  held  January  18,  1995  at  the 
Embassy  Suites  Hotel  in  Columbia.  To  pre-register,  see 
page  8 of  the  December,  1995  Medicare  Advisory.  The 
registration  fee  is  $30  per  person. 

Informal  Review  b\  Telephone:  Did  you  know  that  you 
can  request  an  informal  review  of  your  Medicare  Part  B 
claims  over  the  telephone?  The  telephone  appeals  line  is 
available  Monday  through  Friday,  9:00  am  to  12:00  noon, 
and  1:00  to  3:00  pm  by  calling  (803)  788-0222,  ext. 
43839.  Telephone  appeals  can  replace  written  appeal 
requests  on  most  types  of  claims  involving  ambulance 
services,  radiology  and  pathology  services,  diagnosis 
code  denials,  and  other  similar  claims  denied  with  action 
code  GT.  Questions  involving  claims  processing  errors, 
billing  questions,  claim  status  inquiries,  or  corrected 
claims  should  continue  to  be  directed  to  the  Medicare  Part 
B Provider  Service  Center.  □ 


MEDICAID  UPDATE 


Reminders  for  Filin?  Hard  Copy  Claims:  We  strongly 
encourage  providers  to  leave  the  upper  right  hand  mar- 
gin of  the  HCFA  1500  Claim  Form  blank.  TTie  Finance 
Commission  microfilms  each  hard  copy  claim  prior  to 
being  keyed  and  processed.  When  the  claim  is  micro- 
filmed, a claim  control  number  is  assigned  and  printed 
on  the  upper  right  hand  comer  of  every  HCFA  Claim 
Form.  If  a claim  form  is  submitted  with  anything  print- 
ed in  this  comer,  it  is  necessary  to  manually  place  labels 
over  the  information  so  that  a claim  control  number  can 
be  assigned  and  printed.  This  manual  step  delays  the  pro- 
cessing and  increases  administrative  costs. 

Qaim  information  must  be  present  in  the  required  fields 
before  the  data  entry  operators  can  properly  key  a claim. 


If  the  information  does  not  appear  in  the  proper  field,  is 
unaligned,  or  loo  light  to  read,  the  claim  will  be  returned 
with  a cover  letter. 

Use  of  208  Forms:  The  Finance  Commission  has 
received  an  increasing  number  of  SHHSFC  208  Coin- 
surance and  Deductible  Claim  Forms  with  private  insur- 
ance explanation  of  benefits  (EOBs)  attached.  The  208 
Form  is  only  to  be  used  with  Medicare/Medicaid 
crossovers.  It  must  be  submitted  with  the  Medicare  EOB. 
A HCFA  1500  Qaim  Form  with  the  insurance  EOB 
attached  is  used  to  file  for  patients  with  private  insurance 
and  Medicaid.  Offices  may  receive  a letter  regarding  this 
issue  if  it  is  determined  to  be  a continuing  problem.  □ 


UPCOMING  MEETINGSAVORKSHOPS 

The  SCMA  has  scheduled  two  workshops  for  physicians 
and  their  staff: 

• 1.  CPT  Coding  for  Doctors'  Offices,  January  11, 

1995,  8:30  a.m.-4:30  p.m. 

• 2.  Advanced  Coding  and  Reimbursement  Issues,  Jan- 

uary 12,  1995, 8:30  a.m.-4:45  p.m. 

Presented  by  AMA  Financing  & Practice  Services,  Inc., 
both  woricshops  will  be  held  at  the  Sheraton  Hotel  and 
Conference  Center  in  Columbia. 

For  further  information,  please  call  Ginny  Comer  at  the 
SCMA  in  Columbia  at  798-6207  or  toll free  at  1-800-327 - 
1021,  ext.  242. 


DOCTOR  OF  THE  DAY 

Volunteers  are  being  signed  up  for  "Doc- 
tor of  the  Day"  for  the  1995  Legislative 
Session. 

If  you  can  volunteer  a day  of  your  time  any  Tuesday, 
Wednesday  or  Thursday  beginning  in  February  of  1995, 
please  call  Jan  McKellar  or  Barbara  Garvin  at  SCMA 
Headquarters.  Parking  is  provided  and  you  will  be  intro- 
ducted  in  both  the  House  and  the  Senate. 

This  program  is  a service  of  the  SCMA  to  the  State 
House,  and  your  participation  is  encouraged.  Donations 
of  medicines  are  also  welcomed.  □ 


The  South  Carolina  Psychiatric  Association  has  sched- 
uled its  1995  annual  meeting  in  the  Ambassador  Room 
of  the  Embassy  Suites  on  Interstate  1-26  at  the  Greystone 
Boulevard  Exit  in  Columbia  on  Saturday,  January  28, 
1995.  Registration  fee  is  $100  for  psychiatrists,  $50  for 
residents  and  $150  for  all  others.  For  further  informa- 
tion, call  Cathy  Boland  at  the  SCMA  in  Columbia  at  798- 
6207,  or  toll  free  at  1-800-327-1021,  ext.  232. 

The  1995  SCMA  Annual  Meeting  and  Scientific  Assem- 
bly will  be  held  in  Charleston  at  the  Omni  Hotel,  April 
20-23, 1995.  Watch  for  a preliminary  schedule  of  activ- 
ities and  registration  information  in  Febmary  of  next  year. 
Meantime,  marie  your  calendar  now!  □ 


The  South  Carolina  Soci^y  of  Ophthalm^c^  was 
recently  desig^ted  by  the  American  Academy  of 
Ophthalmology  as  a **1994  Model  State  Society,^ 
being  only  one  of  JOstafe  sock^  reo^niz^  toi^cel 
in  organizational  poUtkal  and  public  service  pro* 
jeets  dui^g  the  past  yean 
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PHYSICIANS  CAKE  NETWORK  CFUATE 
♦♦  Important  Notice  ♦* 

ACMG,  Inc.  (Administrators  for  Physicians  Care  Network)  will  soon  be  conducting  the  annual  fee  analysis  for  com- 
parison to  the  established  PCN  maximums.  In  early  January,  1995,  each  individual  physician  will  receive  a copy  of 
his/her  fees  currently  on  file  and  instnictions  pertaining  to  this  process.  Do  nat  send  your  fees  now.  In  the  mean- 
time, feel  free  to  contact  Qient  Relations  at  77 1 -0777  in  Columbia  or  toll  free  1 -800-340-7494  should  you  have  fur- 
ther questions. 

PCN  has  been  successful  in  being  chosen  as  one  of  the  networks  to  bid  on  major  groups.  PCN  asks  you  to  provide 
names  of  additional  business  contacts  in  your  community  and/or  opportunities  to  present  at  local  business/civic  meet- 
ings. Please  call  Barbara  Whittaker  or  George  O'Laughin  at  SCMA  Headquarters  with  these  contacts. 

Four  more  hospitals  have  contracted  with  PCN : The  Regional  Medical  Center  of  Orangebuig/Calhoun  Counties,  East 
Ctooper  Community  Hospital  in  Mt.  Pleasant,  Spartanburg  Regional  Medical  Center,  and  B.  J.  Woilonan  in  Woodmff, 
bringing  the  total  number  of  hospitals  to  33.  Approximately  2,700  physicians  have  enrolled  in  the  network  to  date.G 


PHYSICIANS’  HOTLINE  TO  THE 
PALMETTO  HEALTH  INITIATIVE 

The  SCMA  has  established  a toll-free  hotline, 

1-800-825-7821 

for  physicians  to  call  with  their  questions  and  comments 
regarding  the  Palmetto  Health  Initiative,  a managed  care 
program  for  Medicaid  beneficiaries. 

SCMA  staff  will  respond  to  your  questions  or  comments 
in  writing  within  five  working  days.  If  you  need  an  imme- 
diate answer,  please  indicate  this  in  your  message. 

Selected  questions  and  answers  will  be  published  in  the 
SCMA  Newsletter  each  month.  The  SCMA  will  also  for- 
ward a copy  of  all  questions  and  comments  to  Health  & 
Human  Services  Finance  Commission  and  Dr.  Morrison 
Farish,  the  physician  representative  on  the  Legislative 
Medicaid  Waiver  Task  Force.  □ 


SCIMER  AID  TO  BULGARIA 

The  South  Carolina  Institute  for  Medical  Education 
and  Research  (SCIMER)  has  collected  and  shipped  a 
40-foot  container  of  used  medical  supplies  and 
equipment  to  a hospital  in  Dobrich,  Bulgaria. 

Any  physician  wishing  to  donate  used  equipment  or 
excess  medical  supplies  should  contact  Melton 
Stuckey,  MD,  at  (803)  254-2222.  Dr.  Stuckey  will 
arrange  for  shipment  to  Bulgaria.  The  value  of  all 
items  donated  is  tax  deductible.  □ 


BEST  WISHES 

FOR  A HAPPY  HOLIDAY  SEASON 
AND  A PEACEFUL  AND  PROSPEROUS 
NEW  YEAR 

FROM  THE 
SOUTH  CAROLINA 
MEDICAL  ASSOCIATION 
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PATIENT-PHYSICIAN  RELATIONSHIP 
(From  the  DHEC  Bureau  of  Drug  Control) 


Can  an  after  hours,  on-call  physician  establish  a valid  patient- physician  relationship,  prior  to  the  issuance 
of  a prescription,  with  a patient  he  or  she  has  not  seen?  While  the  establishment  of  a patient-physician 
relationship  is  not  addressed,  by  statute  or  regulation,  with  respect  to  non-controlled  substance  prescriptions. 
Sections  508.2  and  514.2  of  the  SC  Controlled  Substances  Regulation  require  that  prior  to  the  issuance  of  a 
prescription  for  a controlled  substance  in  Schedules  11,  111,  IV  or  V,  “...the  prescribing  practitioner  (physician) 
shall  have  a valid  practitioner-patient  relationship  established  with  the  recipient  of  the  prescription....”  These 
sections  require  that  a physician  have  sufficient  knowledge  as  to  the  medical  need  of  the  patient  for  such 
controlled  substance,  as  well  as  make  a good  faith  determination  as  to  the  identity  of  the  patient. 

After  hours  requests  can  often  present  a dilemma  for  an  on-call  physician,  who  may  be  confronted  with  an 
individual  who  indicates  that  he  or  she  is  a patient  of  the  physician  for  whom  the  on-call  physician  is  covering,  or 
is  a patient  of  another  physician  in  the  on-call  physician's  practice  group.  The  individual  will  often  indicate  a 
medical  condition  for  which  a controlled  substance  would  be  appropriate  therapy,  possibly  indicating  that  the 
unavailable  physician  has  prescribed  a particular  controlled  substance  for  this  condition  on  one  or  more  previous 
occasions.  The  on-call  physician  must  then  decide  whether  or  not  to  comply  with  the  request  of  the  individual 
who  may,  in  fact,  be  a drug  seeker,  or  possibly  refuse  a patient  who  may  have  a legitimate  medical  need  for  a 
particular  controlled  substance. 

What  then  should  a physician  do  in  these  .situations  in  order  to  determine  a legitimate  medical  need  and 
make  a good  faith  determination  as  to  the  identity  of  the  patient,  and  thus  establish  a valid  patient- 
physician  relationship?  First  of  all,  the  physician  should  be  wary  of  requests  for  a specific  controlled  substance, 
especially  a request  by  brand  name.  While  a patient  may  have  been  prescribed  a particular  controlled  substance 
for  an  ailment  in  the  past,  most  patients  simply  want  relief  from  their  discomfort,  and  will  usually  not  make  a 
specific  request.  On  the  other  hand,  drug  seekers  will  usually  make  a specific  request,  and  indicate  that  other 
similar  drugs,  usually  in  a lower  schedule,  either  have  not  provided  relief,  or  that  they  are  allergic  to  them. 

Secondly,  the  physician  should  be  aware  that  drug  seekers  can  often  “recite  the  Merck  manual”  on  a particular 
condition  for  which  they  are  requesting  a controlled  substance,  giving  detailed  descriptions  of  their  symptoms. 
Thus,  an  individual  who  is  “too  knowledgeable”  may,  in  fact,  be  a drug  seeker,  and  not  a legitimate  patient. 

Thirdly,  the  physician  should  ask  the  individual  such  questions  as:  (1)  How  long  have  you  been  a patient  of  Dr. 
X?  (2)  When  did  you  last  see  Dr.  X?  (3)  What  is  your  chart  number  at  Dr.  X's  office?  (4)  What  is  your  address? 
(5)  What  is  your  phone  number,  so  that  I may  call  you  after  I call  the  pharmacy?  (Calls  from  a pay  phone  should 
arouse  suspicion.) 

Fourthly,  if  the  physician  is  still  uncertain  as  to  the  legitimate  medical  need  and/or  the  true  identity  of  the 
individual,  he  or  she  should  ask  the  pharmacist,  at  the  designated  pharmacy,  about  the  patient  profile  of  the 
individual,  e.g.,  has  there  been  any  indication  of  drug  seeking  behavior  before?  Is  this  individual  a regular  patient 
of  the  pharmacy?  While  certainly  not  always  true,  most  legitimate  patients  will  utilize  one  pharmacy  for  all  their 
prescription  needs. 

If  the  physician  makes  the  decision  to  prescribe  a controlled  substance,  the  quantity  should  be  limited  to  a few 
dosage  units,  since  this  is  an  emergency  type  situation,  and  the  patient  should  be  able  to  see  the  unavailable 
physician  within  72  hours.  It  is  further  suggested  that  the  physician  ask  the  pharmacist  to  request  identification 
from  the  individual  picking  up  the  prescription(s).  Also,  if  the  physician  decides  that  the  patient  needs  a non- 
controlled  substance,  in  addition  to  the  controlled  substance,  the  physician  should  request  that  the  pharmacist  fill 
both  prescriptions,  or  none  at  all. 

Following  these  suggestions  should  assist  the  after  hours,  on-call  physician  in  providing  appropriate  treatment  for 
legitimate  patients,  and,  at  the  same  time,  not  be  duped  by  a dmg  seeking  individual.  □ 
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YOU  CAN  DO  SOMETHING  ABOUT  ADOLES- 
CENT SUBSTANCE  USE  & ABUSE:  A PRACTI- 
TIONER’S GUIDE  TO  ADOLESCENT  ALCOHOL 
AND  OTHER  DRUG  PREVENTION* 


N.  PETER  JOHNSON,  PH.  D.** 
BENJAMIN  O.  STANDS,  M.  D. 
HARRY  S.  STROTHERS,  III,  M.  D. 


ALCOHOL  AND  OTHER  DRUG  RISK 
FACTORS 

An  understanding  of  risk  factors  is  one  means 
of  determining  the  degree  of  danger  to  chil- 
dren. A number  of  factors  are  important  in 
assessing  the  likelihood  of  children  and  ado- 
lescents becoming  alcohol  and  other  drug 
users.  Presence  of  these  factors  does  not  mean 
that  the  patient  will  become  a drug-user,  but 
should  alert  you  to  the  possibility.  The 
absence  of  these  does  not  assure  that  the  youth 
will  not  use  drugs. 

FAMILY  RISK  FACTORS 

— Alcoholism  in  parents  or  other  siblings: 
children  whose  parents  or  siblings  are  alco- 
holics/drug abusers  are  at  double  the  risk  of 
becoming  substance  abusers  than  those  with- 
out that  history. 

— Genetic  factors:  children  born  to  an  alco- 
holic parent,  even  when  raised  by  nonalco- 
holic foster  parents,  have  much  higher  rates  of 
alcoholism  than  those  of  nonalcoholic  origins. 
— Cultural  factors:  members  of  any  group  in 
which  heavy  drinking  is  socially  acceptable, 
or  strongly  rejected  - may  also  change  drink- 


*From the  Department  of  Neuropsychiatry  and  Behav- 
ioral Science  (Dr.  Johnson),  the  Department  of  Family 
and  Preventive  Medicine  (Dr.  Johnson  and  Dr. 
Strothers),  and  the  Department  of  Pediatrics  (Dr. 
Stands,  emeritus).  The  University  of  South  Carolina 
School  of  Medicine,  Columbia. 

**Address  correspondence  to  Dr.  Johnson  at  the  Office 
of  Alcohol  and  Drug  Studies,  Medical  Library  Build- 
ing, Suite  310,  University  of  South  Carolina  School  of 
Medicine,  Columbia,  SC  29208. 


ing  patterns. 

— Children  from  a family  with  a history  of 
criminality  or  antisocial  behavior  are  more 
likely  to  abuse  drugs  than  those  without  such 
a family  history. 

— Inconsistent  parental  direction  or  disci- 
pline: unclear  and/or  inconsistent  parental 
rules  and  reactions  to  their  children’s  behav- 
ior, unusual  pemiissiveness,  lax  supervision  or 
excessively  severe  discipline,  constant  criti- 
cism, and  an  absence  of  parental  praise  or 
approval,  are  associated  with  higher  rates  of 
drug  abuse  in  children. 

— Divorce  which  results  in  inconsistent  par- 
enting by  divorced  partners  or  alcohol  and 
other  drug  permissiveness  by  one  or  both  par- 
ents. 

— Parental  drug  use  or  parental  attitudes 
approving  of  drug  use. 

— Parent  smoking,  drinking  heavily  or  abuse 
of  other  drugs. 

— Emphasis  by  practitioners  on  the  serious 
medical  and  social  consequences  of  drug  use 
is  usually  more  acceptable  than  discussions  of 
legality. 

PEER  RISK  FACTORS 

— Children  whose  friends  or  siblings  smoke, 
drink  or  use  other  drugs. 

— Initiation  into  drug  activities  is  usually 
through  friends.  The  local  drug  “pusher”  is 
more  likely  to  be  a child’s  acquaintances  who 
want  to  share  the  drug  experience  or  “deal”  to 
support  their  own  drug  use  than  a mysterious 
stranger  lurking  near  the  school. 
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ACHIEVEMENT,  SOCIAI.  AND  DEVEL- 
OPMENTAL RISK  I AC  rORS 

— Children  imsiicccssjul  in  school  arc  more 
likely  to  beeome  substanee  abusers  than  those 
who  sueeeed.  Children  who  are  poor  aeadem- 
ie  aehievers  are  more  likely  to  experiment 
with  drugs  earlier  and  beeome  regular  smok- 
ers. drinkers  and  abusers  of  other  drugs. 

— Adoleseents  bored  by  school  and  disinter- 
ested in  academic  achievement  are  more  like- 
ly to  be  drug  involved  than  those  aeademieal- 
ly  involved.  Use  of  eoeaine,  other  stimulants 
or  hallueinogens  is  less  eommon  among 
teenagers  with  eollege  plans. 

— Children  who  feel  ‘‘at  odds,"  strongly 
rebellious  against  adult  authority  and  alienated 
from  the  dominant  soeial  values  of  their  com- 
munity are  more  likely  to  abuse  drugs  than 
those  with  strong  bonds  to  family,  church, 
synagogue  and  other  conventional  institutions. 
— Early  antisocial  behavior,  lack  of  social 
responsibility,  fighting  and  other  aggressive 
behaviors  are  predictive  of  later  alcohol/drug 
abuse. 

— The  earlier  a child  begins  to  smoke,  drink 
or  use  other  drags,  the  greater  the  likelihood 
of  serious  drug  abuse  later.  Use  of  marijuana 
before  the  age  of  15  greatly  increases  the 
probability  of  becoming  a heavy  user. 

SCHOOL  AND  COMMUNITY  RISK 
FACTORS 

— Easy  availability  of  inhalants,  tobacco, 
alcohol  and  other  drugs. 

— Transitions  between  schools 

— Labelling  and  identifying  students  as  “High 

Risk." 

— Economic  and  social  deprivation. 

— Low  neighborhood  attachment  and  commu- 
nity disorganization. 

— Community  laws  and  norms  favorable  to 
use  of  alcohol  and  other  drugs. 

FACTORS  WHICH  HELP  AVOID  ALCO- 
HOL AND  OTHER  DRUGS 

The  task  of  the  physician,  parent,  and  the 
community  is  to  reduce  risk  factors  and 
enhance  protective  factors,  the  most  powerful 


of  which  is  the  family  (see  below).  Positive 
social  development: 

EAMILY  PROTECTIVE  EACTORS 
(Stern,  1991;  Family  is  the  most  powerful 
force.) 

— Mother  sought  prenatal  care  when  preg- 
nant. 

— Close  bonding  with  children. 

— High  value  placed  on  education  or  voca- 
tional training. 

— Parenting  style  is  high  warmth/low  criti- 
cism rather  than  authoritarian. 

— Parent  is  nurturing  and  protective  . 

— Parent  practices  mood-maintenance  skills, 
keeping  feelings  in  the  mid-range  rather  than 
the  extremes. 

— Supportive  relationships  with  caring  adults 
beyond  the  family. 

— Sha  red  f ami  ly  responsibi  I dies. 

PEER  PROTECTIVE  FACTORS 

— Involved  in  alcohol  and  drug-free  activi- 
ties. 

— Respect  for  authority. 

— Bonded  to  conventional  groups  (eg..  Boy 
Scouts,  Girls  Scouts). 

— Appreciation  for  unique  talents  of  each 
member  of  the  group. 

SCHOOL  AND  COMMUNITY  PROTEC- 
TIVE FACTORS 

— Eligh  expectations  for  academics. 

— School  encourages  goal-setting  and  mas- 
tery in  all  students. 

— Staff  views  itself  as  nurturing  caretakers. 

— School  and  community  encourages  altruism 
and  cooperation. 

— School  (and/or  social  organizations  such  as 
Scouts)  provides  leadership  and  decision- 
making experiences. 

— School  fosters  active  involvement  of  stu- 
dents. 

— Parents  are  involved  in  the  school  through 
activities  and  process. 

— Alternative  alcohol  and  drug-free  activities 
provided. 

— Norms  and  public  policies  support  non-use 
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by  youth. 

— Community  provides  access  to  housing, 
healthcare,  child  care,  employment,  and  recre- 
ation. 

— Community  provides  supportive  networks 
and  soeial  bonds. 

— Community  involves  youths  in  community 
service. 

PROGRESSION  OF  PROBLEMS 

There  is  usually  a progression  of  drug  use, 
beginning  with  inhalants,  alcohol  and  tobacco 
use,  which  usually  precedes  use  of  marijuana 
and  other  drugs.  It  is  unusual  for  a child  to 
experiment  with  sedatives,  stimulants  or  hal- 
lucinogens without  first  having  used  alcohol, 
cigarettes  or  inhalants.  Inhalants,  alcohol,  and 
tobacco,  are  viewed  by  experts  as  having  a 
pivotal  importance  as  “gateway  drugs.” 
Youngsters  who  do  not  smoke  or  drink  are  10 
times  less  likely  to  use  marijuana  than  those 
who  do.  Tobacco  smoking  thus  becomes  a 
major  diagnostic  clue  for  use  of  alcohol  and 
other  drugs.  Some  data  indicate  a three-fold 
difference  in  alcohol  prevalence  between 
youth  aged  12-17  who  smoke  (60  percent)  and 
those  who  do  not  smoke  (20  percent). 

BEHAVIORAL  SIGNS  OF  ALCOHOL 
AND  OTHER  DRUG  USE 

There  are  many  nonspecific  behavioral  indica- 
tors which  should  alert  you  to  the  possibility 
that  a young  patient  is  using/abusing  drugs. 
These  add  weight  to  the  necessity  for  further 
interview  and/or  laboratory  testing. 

— Sudden  decline  in  school  achievement. 

— Change  in  extracurricular  activities  that 
were  important  to  the  child  (athletics.  Scouts, 
band,  etc.) 

— "Cutting”  classes,  tardiness  or  truancy 
from  school. 

— Marked  personality  changes.  Childhood 
and  adolescence  are  marked  by  mood  swings 
and  some  instability.  Evidence  of  social  with- 
drawal, marked  changes  in  openness  to  com- 
munication with  other  family  members,  unex- 
plained depression,  changes  in  sleep  patterns, 
sleeplessness,  or  excessive  sleeping,  are  all 


potential  indicators  of  drug  use. 

— Changes  in  personal  appearance  or 
hygiene. 

— Marked  changes  in  the  peer  group,  espe- 
cially if  hanging  around  with  known  users  or 
dealers. 

— Increased  secretiveness,  unexplained  phone 
calls,  increased  hostility  to  inquiry  by  parents, 
teachers,  or  physicians. 

— Heightened  social  involvement  - “out  every 
night.”  Kids  “hanging  around”  are  more  likely 
to  be  involved  in  drug  use. 

— Une.xplained  disappearance  of  family  funds, 
family  or  personal  possessions  may  be  related 
to  obtaining  money  for  drug  purchases. 

— Une.xplained  income  and  purchases  of 
items  for  which  parents  can  determine  no 
legitimate  funding  source. 

— Aggressive  behavior  such  as  recuiTent  fight- 
ing, iixitability,  marked  hostility,  school  delin- 
quency and  other  evidence  of  social  alien- 
ation. 

— Overt  signs  of  alcohol  and  other  drug  use 
and/or  intoxication. 

— Sudden  onset  of  use  of  over-the-counter 
preparations  to  reduce  eye  reddening  may  be 
a sign  of  marijuana  intoxication  or  “snorting” 
cocaine. 

ALCOHOL 

At  every  stage  of  development,  the  most 
widely  used  drug  is  alcohol.  Alcohol  use  has 
the  highest  public  and  mental  health  impact  of 
any  of  the  drugs  used  in  America.  Because  of 
preoccupation  with  other  drugs  of  abuse,  alco- 
hol abuse  by  teenagers  is  frequently  over- 
looked, is  minimized,  or  seen  as  part  of  sim- 
ply growing  up. 

In  reality,  heavy  drinking  and  alcoholism 
have  been  and  continue  to  be  our  most  serious 
adolescent  and  adult  drug  abuse  problem. 

Beer  is  the  alcoholic  beverage  most  com- 
monly consumed  by  adolescents.  Other  alco- 
holic beverages  popular  with  younger  drinkers 
include  citrus  flavored  “wine  coolers”  and 
mixtures  of  lemonade  and  alcoholic  bever- 
ages. Part  of  their  appeal  is  that  the  fruit  fla- 
voring masks  the  taste  of  alcohol  and  makes 
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(hem  resemble  earbonaled  soil  drinks. 

As  with  Ollier  drugs,  (be  age  of  I'irst  use  of 
aleobol  lias  fallen  regularly.  During  (be  1930s 
(he  median  age  for  drinking  was  belween  17 
and  19.  Currenl  surveys  eslimale  dial  (be 
median  ai>c  for  first  drink  is  a^e  12.  I^y  (be 
fourlli  grade,  one  ciuarler  of  ehildren  indieale 
dial  lliey  feel  pressure  lo  drink.  The  Nalional 
Household  Survey  in  1983  found  dial  one  in 
10  ehildren  l2lo  13  years  old  had  eonsunied 
aleobol  during  die  monlli  preeeding  die  sur- 
vey. Allbougb  drinking  is  illegal  in  all  slales 
for  niosl  seniors,  seven  of  10  are  eurrenl 
drinkers;  five  pereenl  eonsume  aleobol  on  a 
daily  or  near  daily  basis.  Nearly  half  of  male 
high  sehool  seniors  ean  be  deseribed  as  “prob- 
lem drinkers”  (having  been  drunk  six  or  more 
limes  in  die  pasl  year,  or  ihey  aeknowledge 
problems  in  three  out  of  the  following  five 
areas  because  of  drinking:  trouble  with  the 
principal,  teachers  or  the  police;  difficulty 
with  friends;  driving  after  heavy  drinking;  or 
being  criticized  by  a date  for  alcohol  use). 

Twenly  five  pereenl  of  seventh  graders 
report  getting  drunk  at  least  onee  per  year. 

Tolerance  to  alcohol  develops  quickly  — 
even  after  a few  days  of  drinking  — but  is  lost 
rapidly  as  well.  Tolerance  is  the  adaptation  of 
the  body  and  mind  to  the  intake  of  a drug. 
Behavioral  tolerance  is  the  mental  compensa- 
tion made  by  an  individual  after  the  newness  of 
the  drug  intake  has  passed.  Adolescents  have 
little  to  no  experience.  The  occasional  adoles- 
cent drinker  can  overdose  on  alcohol  dying  to 
keep  pace  with  heavier  drinking  friends. 

Since  younger  drinkers  are  also  likely  to  be 
inexperienced,  they  are  less  capable  of  moni- 
toring their  alcohol  use  and  less  likely  to  be 
aware  of  their  degree  of  impairment.  As 
lighter  weight  persons  than  older  drinkers, 
they  are  more  likely  to  become  drunk  at  lower 
levels  of  consumption. 

Alcohol  is  the  major  cause  of  fatal  and  non- 
fatal  traffic  accidents.  Teens  and  young  adults 
(16-25)  who  represent  only  22  percent  of  the 
driving  population,  are  responsible  for  44  per- 
cent of  the  fatal  nighttime  alcohol-related 
crashes.  Size,  inexperience  and  rapid  alcohol 


intake  without  accompanying  food  are  likely 
to  result  in  drunkenness  that  ean  be  toxic, 
occasionally  fatal. 

Adolescents  often  use  alcohol  with  other 
drugs  which  are  metabolized  along  the  same 
chemical  pathways.  As  a result  the  combined 
effects  are  likely  to  be  more  prolonged  and 
more  toxic  than  alcohol  alone. 

Alcohol  may  cause  a range  of  activities 
from  fatal  depression  of  the  respiratory  cen- 
ters to  more  subtle  impairment  of  psychomo- 
lor  and  cognitive  I'unetioning.  Since  alcohol 
readily  reduces  anxiety,  and  growing  up  is 
characterized  by  the  need  to  learn  to  deal  with 
many  anxiety  producing  situations,  the  use  of 
alcohol  may  become  a chronic  way  of  reduc- 
ing anxiety  and  avoiding  the  demands  of 
growing  up. 

Early  alcohol  use  has  been  identified  by 
researchers  as  a consistent  predictor  of  later, 
more  serious  involvement  with  alcohol  and 
other  drugs.  Thus,  preventing  early  use  may 
reduce  the  likelihood  of  both  alcohol  and 
other  drug  abuse  as  well. 

INHALANTS 

Inhalants  include  products  which  can  be 
sniffed  or  inhaled  and  are  easily  found  at 
home  or  in  grocery  and  hardware  stores. 
Three  types  of  inhalants  are  used;  aromatic 
hydrocarbons/solvents  (butane,  gasoline,  glue, 
old  formula  Whiteout,  spray  paint);  propel- 
lants (nitrous  oxide  in  whipping  cream);  inert 
gases  (freon).  Amyl  and  butyl  nitrite  (“Rush,” 
“Hardware”)  have  been  legally  sold  until 
recently.  One  of  the  major  effects  is  anoxia 
which  causes  a slight  euphoriant  effect.  Some 
solvents  are  highly  toxic  to  liver  function,  oth- 
ers can  cause  lethal  suffocation.  Rapidly 
expanding  gases  can  absorb  heat  from  body 
tissues  and  damage  them.  Other  materials  coat 
the  lungs  and  can  prevent  oxygen  exchange, 
or  cause  severe  pneumonia.  Identifying  the 
specific  inhalant  is  important. 

GENERAL 

For  adolescents,  to  screen  for  substance  abuse 
consider  using  the  R.A.F.F.T.  designed  by  Pro- 
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R.A.F.F.T  QUESTIONS  FOR  ADOLESCENTS  (Lewis,  1991) 

R Do  you  drink  or  use  drugs  to  Relax,  feel  better  about  yourself,  or  to  fit  in? 

A Do  you  ever  drink  aleohol  or  use  drugs  while  you  are  by  yourself.  Alone? 

F Do  you  or  any  of  your  closest  Friends  drink  or  use  drugs? 

F Does  a close  Family  member  have  a problem  with  aleohol  or  other  drug  use? 

T Have  you  ever  been  in  Trouble  from  drinking  or  drug  use  (i.e.,  skipping  school, 

badA605  grades,  trouble  with  the  law  or  parents)? 


ject  ADEPT  at  Brown  University  (1991 ). 

Common  changes  which  practitioners  and 
parents  may  observe  related  to  alcohol  and 
other  drugs  include; 

— Decreased  school  performance  and  activi- 
ties 

— Changes  in  behavior. 

— Changes  in  ty’pes  of  friends  and  associates. 
— Changes  in  language,  dress,  and  decorum, 
— Decreases  courtesy. 

— Changes  in  musical  preference. 

Nurses  in  the  physician’s  office  can  often 
spot  these  difficulties  and  inform  the  physi- 
cian of  potential  difficulties. 

PHYSICIAN  AND  PARENTAL  TASK 
LIST  FOR  PREVENTION 

— Raise  the  child  with  a strong  self-image. 

— Role  model  the  behaviors  and  attitudes  you 
wish  the  child  to  have  - deal  with  parental 
alcohol  problems  immediately,  for  genetic  and 
for  behavioral  reasons. 

— Provide  adult  support  and  supervision. 

— Provide  anti-alcohol,  tobacco,  and  other 
drug  messages. 

— Ask  age-appropriate  alcohol  and  other  drug 
questions  - the  AAFP  recommends  starting 
with  seven-year-olds,  including  pre-school 
exams. 

— Be  aware  of  community  alcohol  and  other 
drug  resources,  and  active  in  their  develop- 
ment where  needed. 

— Identify  high  risk  children  early,  and  guide 
children  from  alcoholic  homes  to  participate 


in  Alateen  to  prevent  the  ACOA  syndrome 
from  manifesting  itself. 

— Make  aggressive  diagnoses  for  adolescent 
substance  use  and  problems. 

HOW  TO  RESPOND 

Minimal  Use:  If  use  has  been  isolated,  the 
child  needs  evidence  of  reassuring  adult  love, 
rather  than  moralistic  condemnation.  The 
potential  health  hazards  should  be  stressed  in 
a fashion  which  does  not  condone  use. 
Into.xication:  Make  the  point  that  intoxication 
at  any  age  is  undesirable,  and  especially  while 
developmental  processes  are  going  on.  The 
potential  negative  impact  on  development  of 
adult  skills  should  he  emphasized. 

The  following  may  be  useful  for  your  work: 

1.  Johnson  NP,  Stands  BO,  Strothers  HS,  III. 
You  can  do  something  about  adolescent 
substance  use  and  abuse.  Fighting  Back 
informational  pamphlet  for  physicians, 
Columbia,  SC,  1993. 

2.  Johnson  NP,  Stands,  BO.  Physician  refer- 
ral of  adult  or  adolescent  patients  with 
release  of  information  without  violating 
Part  2 CFR  42  confidentiality  laws.  Fight- 
ing Back  informational  pamphlet  for 
physicians,  Columbia.  SC,  1993. 

3.  Johnson  NP,  Stands  BO,  Hines  CJ,  Black 

RM.  Hints  for  identification  of  alcohol  and 
other  drug  problems:  A physician's  guide 
(information  booklet  - community  service 
organization).  Columbia,  SC:  Fighting 
Back,  19  pp.,  1992.  □ 
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Millions  Victimized  by 
Family  Members 
Every  Year! 

Are  you  concerned  about  the  effects  of  family  violence 
and  victimization  within  your  community? 

Become  an  advocate  within  your  community  for  the 
prevention  of  family  violence. 

\ iok'iKc  anion, n lamjly  mcinlHTs  1i;ls  reaciicd  stai^}>fnn,t;  pmpoiiions.  1ai‘i\  \rar  more  than 
1 million  cases  of  child  abuse  and  neglect  are  repoiled,  between  1 and  t million  women  are 
battered  by  tbeir  spouses,  and  between  ‘’(lO.IKK)  and  I . I million  of  the  elderly  population  are 
abused. 

file  ,\meiicau  iMedical  Association  has  lonned  a Sa/ioiuil  Coalilioit  ofl’hysiciatisA^aiml 
I'aiiiilr  l iok'iia'.  Tbroiyub  the  Coalition  the  American  Medical  Association  hopes  to  involve 
you  in  activities  that  address  issues  of  child  abuse,  sexual  assualt,  domestic  violence  and 
elder  abuse  because  you  have  the  uni(|ue  ability  to  identify  the  svinptoms,  first-b;md.  Ii\ 
joinin,!^  the  \ational  Coalition  you  w ill  be  sbow  in.i;  your  conceni  about  the  effects  of  family 
violence  ;md  victimization,  and  will  become  a committed  advocate  within  your  commnnitv 
for  the  prevention  of  family  violence. 

Tbroui;b  the  Coalition  yon  will: 

• he  infomied  about  local  contacts  and  refeiTaJs 

• become  aware  of  local  aid  re,t;ional  resources 

• be  provided  w ith  infoniiation  re,t^ardin,i;  model  educational  pro,s;r;mis 

• become  aware  of  treatment  miidelines  aid  protocols. 

• have  access  to  newsletters,  public  education  mateiials  and  other  publications 

• receive  an  official  membei'sbip  card  and  frameable  poster  aleiling  your  patients  of  your 
interest  in  and  concern  for  this  problem. 

I'be  only  cost  to  you  is  your  cominitiiient  to  help  curb  this  problem.  ,Simply  complete  the 
membersbip  application  fonii  below  and  mail  to  the  Depailnient  of  MenUil  Health,  .Americai 
.Medical  .Association,  SIS  \.  State  Street,  (Jiica,tto.  II.  bOblO. 
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JANUARY 


FACULTY:  Guest  faculty  and  MUSC  faculty 
CME  CREDITS:  TBA 


Thursday-Sunday  January  26-29, 1995 

Charleston,  SC,  The  Omni  Hotel 
STFM  Predoctoral  Education  Conference 
SPONSOR:  STFM 

DESCRIPTION:  To  teach  family  medicine  faculty 
various  clinical  and  educational  aspects  of  instruct- 
ing and  coordinating  predoctoral  medical  students. 
CONTACT:  Priscilla  Noland,  (816)  333-9700, 
ext.  4510,  FAX  (816)  333-3884 
CME  CREDITS:  14.25  A AFP  Prescribed  Hours 


Monday-Saturday  February  20-25, 1995 

Augusta,  GA 

30th  Annual  Primary  Care  and  Family  Practice 
Symposium 

SPONSOR:  Medical  College  of  Georgia 
CONTACT:  Katrinka  Akeson,  (800)  221-6437  or 
(706)  721-3967 

CME  CREDITS:  52  Hours,  AM  A Category  1 


Saturday  January  28, 1995 

Columbia,  SC,  Embassy  Suites  Hotel 
1995 Annual  Meeting  of  the  SC  Psychiatric  Association 
SPONSOR:  William  S.  Hall  Psychiatric  Institute 
CONTACT:  Cathy  Boland,  (803)  798-6207,  ext.  232 
PROGRAM  FEE:  $100  for  psychiatrists,  $50  for  res- 
idents, and  $150  for  all  others 
FACULTY:  Drs.  Eric  Lister  and  Bert  Pepper  of 
APA's  Office  of  Consultation  Services 
CME  CREDITS:  7 Hours,  AM  A Category  1 


FEBRUARY 


Saturday  February  4, 1995 

Charleston,  SC,  Basic  Science  Auditorium,  MUSC 
1995  Anesthesia  Update 
SPONSOR:  MUSC 
DESCRIPTION:  Update  in  anesthesia. 

TYPE  OF  AUDIENCE:  Anesthesiologists 
CONTACT:  Barbara  Baylor,  (803)  792-1607 
PROGRAM  FEE:  TBA 


Thursday-Saturday  February  23-25, 1995 

Sea  Island,  GA 
Diabetes  Update 

SPONSOR:  Medical  College  of  Georgia 
CONTACT:  Katrinka  Akeson,  (800)  221-6437  or 
(706)  721-3967 

CME  CREDITS:  14  Hours,  AM  A Category  1 


Saturday  February  25, 1995 

Greenwood,  SC,  Recovery  Center 
5th  Annual  Update  on  Addiction  Medicine 
SPONSOR:  Recovery  Center  and  Self  Memorial  Hospital 
DESCRIPTION:  Addiction  medicine  update  to  meet 
the  need  of  primary  care  physicians  dealing  with 
addictive  patients.  Emphasis  on  occupational  medi- 
cine issues. 

TYPE  OF  AUDIENCE:  Family  practice,  general 
internal  medicine,  addictive  medicine  professionals 
CONTACT:  Randy  Cain,  M.  D.  or  Ann  Griffin, 

(803)  227-4850 
PROGRAM  FEE:  $50 

FACULTY:  Laura  Griffin,  M.  S.,  M.  Ed.,  CoUege  of 
Charleston;  Allen  "Skip"  Jones,  Ph.  D.,  University 


of  Mississippi;  William  "Win"  Green,  M.  D.,  Green- 
wood, SC;  A1  Mooney,  M.  D.,  Willingway 
Hospital,  Statesboro,  GA 
CME  CREDITS:  5 Hours,  AM  A Category  1 

MARCH 


Friday-Saturday  March  3-4, 1995 

Augusta,  GA 

Flexible  Fiberoptic  Sigmoidoscopy 
SPONSOR:  Medical  College  of  Georgia 
CONTACT:  Katrinka  Akeson,  (800)  221-6437  or 
(706)  721-3967 

CME  CREDITS:  14  Hours,  AMA  Category  1 


Monday- Wednesday  March  5-8, 1995 

Charleston,  SC,  Mills  House 
Neonatal  Nutrition 
SPONSOR:  MUSC 

DESCRIPllON:  Update  primary  care  physicians  on 
latest  advances  in  neonatal  nutrition, 

TYPE  OF  AUDIENCE:  Pediatricians  and  family 
physicians 

CONTACT:  Diane  Anderson,  R.  D„  (803)  792-2112 
PROGRAM  FEE:  $130 
FACULTY:  Guest  faculty  and  MUSC  faculty 
CME  CREDIT:  17  Hours,  AMA  Category  1 


Thursday-Friday  March  9-10, 1995 

Augusta,  GA 

Pediatric  Advanced  Life  Support 
SPONSOR:  Medical  College  of  Georgia 
CONTACT:  Katrinka  Akeson,  (800)  221-6437  or 
(706)  721-3967 

CME  CREDITS:  14  Hours,  AMA  Category  1 


Monday-lliesday  March  13-14, 1995 

Charleston,  SC,  Hawthorn  Suites  Hotel 
Radiology  for  Primary  Care  Physicians 
SPONSOR:  MUSC 

DESCRIPTION:  Update  primary  care  physicians  on 
latest  advances  in  radiology. 

TYPE  OF  AUDIENCE:  Family  physicians  and 
internists 

CONTACT:  Clydie  de  Brux,  (803)  792-4267 
PROGRAM  FEE:  TBA 


FACULTY:  Guest  faculty  and  MUSC  faculty 
CME  CREDITS:  12  Hours,  AMA  Category  1 


Thursday-Friday  March  16-17, 1995 

Augusta,  GA 

Advanced  Trauma  Life  Support 
SPONSOR:  Medical  College  of  Georgia 
CONTACT:  Katrinka  Akeson,  (800)  221-6437  or 
(706)  721-3967 

CME  CREDITS:  17  Hours,  AMA  Category  1 


Sunday-Wednesday  March  19-22, 1995 

Charleston,  SC,  Omni  Hotel 
Azaleas f Dogwoods  and  Racing  Hormones 
SPONSOR:  MUSC 

DESCRIPTION:  New  aspects  of  the  diagnosis  and 
treatment  of  hormonally  mediated  disorders  will  be 
presented.  The  focus  of  the  symposium  will  be  to 
improve  your  understanding  of  these  disorders  and 
develop  rational  treatment  strategies  for  their  man- 
agement. 

TYPE  OF  AUDIENCE:  Practicing  gynecologists 
and  obstetricians 

CONTACT:  Odessa  Ussery,  M.  Ed.,  (803)  792-4071 
PROGRAM  FEE:  $350  before  February  20;  $400 
after  February  20 

FACULTY:  Guest  faculty  and  MUSC  faculty 
CME  CREDIT:  13,5  Hours,  AMA  Category  1 


Monday-Tdesday  March  20-21, 1995  j 

Charleston,  SC,  Sheraton  Inn 
HIV! AIDS:  Education,  Prevention  and  Manage- 
ment, 1995  Health  Care  Professional's  Conference 
DESCRIPTION:  National  and  regional  experts  will 
address  current  practical  information  that  can  be 
used  in  education  and  prevention  strategies  and  , 
in  clinical  management.  ! 

TYPE  OF  AUDIENCE:  All  health  professionals 
CONTACT:  Odessa  Ussery,  M.  Ed.,  (803)  792-4071  | 
PROGRAM  FEE:  TBA 
FACULTY:  Guest  faculty  and  MUSC  faculty 
CME  CREDIT:  10.5  Hours,  AMA  Category  1 | 

Monday- Wednesday  March  20-22, 1995  | 

Columbia,  SC,  Adams  Mark  Hotel  | 

Hyperbaric  Medicine  1995 Advance  Training  Seminar 
SPONSOR:  use  School  of  Medicine 


DESCRIPTION:  Three  day  didactic  program  on 
thermal  bums,  brown  recluse  bites,  hyperbaric 
oxygen  and  radiotherapy,  skin  flaps/grafts,  hyper- 
baric oxygen  in  surgical  infections. 

TYPE  OF  AUDIENCE:  Consulting  hyperbaric 
physicians 

CONTACT:  Dick  Clarke,  (803)  434-7101 
PROGRAM  FEE:  $495  and  $395 
FACULTY:  State  and  out  of  state  faculty 
CME  CREDITS:  18.5  Hours,  AM  A Category  1 


Wednesday-Sunday  March  22-26, 1995 

Augusta,  GA 
Organ  Procurement 
SPONSOR:  Medical  College  of  Georgia 
CONTACT:  Katrinka  Akeson,  (800)  221-6437  or 
(706)721-3967 

CME  CREDITS:  14.5  Hours,  AM  A Category  1 


Friday-Saturday  March  24-25, 1995 

Augusta,  GA 

Ophthalmology  Resident  - Alumni 
SPONSOR:  Medical  College  of  Georgia 
CONTACT:  Katrinka  Akeson,  (800)  221-6437  or 
(706)  721-3967 

CME  CREDITS:  10  Hours,  AM  A Category  1 

Sunday-Ttiesday  March  26*28, 1995 

Charlotte,  SC,  Mills  House  Hotel 
5th  Charleston  Pulmonary  Symposium 
SPONSOR:  MUSC 

DESCRIPTION:  Update  the  clinician  in  pulmonary 
and  critical  care  medicine.  The  course  will  empha- 
size the  clinical  approach  to  patients  with  pul- 
monary diseases  utilizing  pathophysiologic  basis 
for  rational  therapy. 

TYPE  OF  AUDIENCE:  Fhilmonologists  and  internists 
CONTACT:  Odessa  Ussery,  M.  Ed.,  (803)  792-4071 


PROGRAM  FEE:  $325 

FACULTY:  Guest  faculty  and  MUSC  faculty 

CME  CREDITS:  11  Hours,  AMA  Category  1 


Wednesday-Friday  March  29-31, 1995 

Augusta,  GA 

Functional  Endoscopic  Sinus  Surgery 
SPONSOR:  Medical  College  of  Georgia 
CONTACT:  Katrinka  Akeson,  (800)  221-6437  or 
(706)  721-3967 

CME  CREDITS:  25  Hours,  AMA  Category  1 


Thursday-Friday  March  30-31, 1995 

Charleston,  SC,  Hawthorn  Suites  Hotel 
Digestive  Disease  Conference 
SPONSOR:  MUSC 

DESCRIPTION:  Update  on  the  management  and 
treatment  of  digestive  diseases. 

TYPE  OF  AUDIENCE:  Gastroenterologists, 
internists  and  family  physicians 
CONTACT:  Odessa  Ussery,  M.  Ed.,  (803)792-4071 
PROGRAM  FEE:  TEA 
FACULTY:  Guest  faculty  and  MUSC  faculty 
CME  CREDITS:  TEA 


Thursday-Friday  March  30-31, 1995 

Columbia,  SC,  Sheraton  Hotel 
12th  Annual  SC  Conference  of  STDs 
SPONSOR:  use  School  of  Medicine 
DESCRIPTION:  An  update  on  the  major  SC  STDs 
and  will  focus  on  interventions  that  are  essential  for 
the  control  of  these  diseases. 

TYPE  OF  AUDIENCE:  Physicians,  registered  nurses 
and  social  workers 

CONTACT:Libby  Green,  (803)  737-4110 
PROGRAM  FEE:  $60 
FACULTY:  TEA 

CME  CREDITS:  8.5  Hours,  AMA  Category  1 


CONTINUING  MEDICAL  EDUCATION  COMMITTEE 


CHAIRMAN — blames  L.  Haynes,  M.  D.,  2 Richland  Medical  Park,  Suite  402,  Columbia  29203 
Stoney  A.  Abercrombie,  M.  D.,  150  Academy  Avenue,  Greenwood  29646 
Marion  C.  Anderson,  M.  D.,  MUSC,  Charleston  29425 
Charles  Michael  Collins,  M.  D.,  204  E.  Cheves  Street,  Florence  29506 
Sami  B.  Elhassani,  M.  D.,  751  N.  Church  Street,  Spartanburg  29303 
David  H.  Lamb,  M.  D.,  169-C  Medical  Circle,  W.  Columbia  29169 
William  Mills,  M.  D.,  1400  Hwy.  44,  Conway  29526 
Terry  A.  Payton,  M.  D.,  332  Emory  Lane,  Columbia  29212 
Lucius  C.  Pressley,  Jr.,  M.  D.,  P.  O.  Box  202,  Columbia  29202 
Donald  Saunders,  M.  D.,  USC  School  of  Medicine,  Clinical  Education  Building, 

Suite  100,  Columbia  29208 

William  M.  Simpson,  Jr.,  M.  D.,  Department  of  Family  Medicine,  MUSC, 

171  Ashley  Ave.,  Charleston  29425 

Spence  Taylor,  M.  D.,  Department  of  Surgical  Education,  Greenville  Hospital  System, 

701  Grove  Road,  Greenville  29605 
SPEAKER— Roger  Gaddy,  M.  D.,  P.  O.  Box  29,  Winnsboro  29488 


P/iif/TriaLs 

The  following  editorial  by  Dr.  Baroody  wa.'i  based  on  his  one-nionth  tour  of  duty  in  a small  hospi- 
tal in  the  rural  section  of  the  Delta  Region  of  Egypt.  Guest  editorials  reflect  the  opinions  of  the 
authors  and  do  not  necessarily  reflect  the  opinions  of  the  officers  and  trustees  of  the  South  Caroli- 
na Medical  Association. 

— CSB 


THIRD  WORLD  CARDIOLOGY:  BACK  TO  THE  BASICS 


Four  weeks  of  intense  patient  eare  in  a third 
world  country  is  a sobering  experience.  Intox- 
icated by  the  diagnostic  plethora  of  supertech 
cardiology,  there  evolves  a stuporous  depen- 
dency on  catheters  and  monitors,  images  and 
angiograms,  pressures  and  pacers.  We  think 
with  our  calculators  and  computers  and  decide 
according  to  GUSTO,  TIMI,  CAST,  SAVE  or 
CONSENSUS.  We  rely  on  meta-mega  studies 
to  dictate  to  us  specific  and  individualized  and 
personalized  therapy  for  our  patients,  many  of 
whom  we  have  cared  about  and  cared  for  for 
20  or  more  years. 

When  suddenly  thrust  into  an  archaic  envi- 
ronment where  basics  is  all  there  is,  we  begin 
to  recruit  and  to  reclaim  age-old,  time-hon- 
ored talents  in  physical  diagnosis — namely 
sight,  sound,  touch,  and  last  but  not  least,  his- 
tory. Once  again  we  engage  in  eye-to-eye  con- 
tact with  the  patient,  all  the  while  observing 
skin  color,  neck  veins,  pulsations,  and  respira- 
tory rhythms.  Additionally,  we  feel  carefully 
for  the  PMI  and  percuss  the  left  heart  and 
right  heart  borders  for  enlargement,  feeling  for 
thrills  or  precordial  lifts.  In  short,  we  establish 
a relationship  with  the  patient  who  happens  to 
have  a disease  process  rather  than  vicariously 
attacking  a disease  process  that  happens  to 
reside  in  the  patient. 

In  this  medically  primitive  environment,  we 
encounter  many  old  acquaintances  of  years 
gone  by.  We  listen  carefully  as  whispered  pec- 
toriloquy quietly  suggest  to  our  faded  memory 
the  possibility  of  pulmonary  consolidation. 
Our  numbed  fingertips  are  reminded  that  to 


feel  for  the  tip  of  enlarged  spleen,  we  must 
press  deeply  in  the  left  upper  quadrant  of  the 
abdomen  as  the  patient  takes  a deep  breath. 
We  are  surprised  to  learn  that  patients  with 
toes  or  fingers  amputated  may  have  not  been 
victims  of  diabetes  or  peripheral  ischemia  but 
rather  of  leprosy.  We  become  accustomed  to 
feeling  enlarged  livers  since  most  of  the  popu- 
lation in  the  Delta  region  of  Egypt  have  schis- 
tosomiasis and  secondary  portal  cirrhosis  with 
portal  hypertension.  When  they  are  admitted 
to  the  hospital  with  hematemesis,  we  antici- 
pate bleeding  esophageal  varices  rather  than 
bleeding  peptic  ulcer  disease  as  it  is  more 
commonly  seen  in  the  West. 

To  our  surprise  hypertension  and  arterioscle- 
rotic disease  are  epidemic,  with  elevated 
cholesterols  and  heavy  cigarette  smoking  as 
the  rule  rather  than  the  exception.  We  have 
access  to  many  of  the  effective  cardiac  drugs 
as  well  as  antibiotics,  so  that  appropriate  ther- 
apy in  these  disorders  is  usually  no  problem. 
Lifestyle  changes,  however,  seem  imbedded 
deeply  in  the  concrete  of  fixed  cultural,  eco- 
nomic and  religious  circumstances. 

Suddenly,  however,  our  therapeutic  balloon 
explodes  when  we  are  confronted  with  unsta- 
ble angina  requiring  immediate  cardiac 
catherization  or  tight  mitral  stenosis  in  need  of 
cardiac  surgery — both  unacceptable  options  in 
light  of  the  economic  and  social  restrictions. 
The  patient  with  chronic  atrial  fibrillation  is 
deprived  of  anticoagulant  therapy  since  INR 
levels  cannot  be  monitored.  Thrombolytic 
therapy  is  withheld  from  the  patient  with 
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acule  myocardial  infarction  due  to  economic 
constraints,  and  once  again,  we  regress  into 
the  therapy  of  the  sixty's  relying  solely  on  bed 
rest  and  medications. 

To  be  thrust  into  this  arena  of  medical  com- 
promise and  to  have  made  a full-circle  in 
20th-century  medical  care  is  an  experience  not 
easily  dealt  with.  To  tell  a mother  that  her 
nine-month  old  cyanotic  child  is  in  need  of  a 
$25, ()()()  corrective  surgical  procedure  in 
another  country  is  a cruel  absurdity  infiltrated 
with  absolute  truth.  The  hopelessness  of  such 
a scenario  is  abysmally  factual,  and  we  are  left 
with  a blue  baby  who  is  not  yet  dead. 

Superstition  has  always  been  an  archival 
adversary  of  medicine  which  in  one  instance 
presented  in  the  grisly  form  of  a mother  pour- 
ing a glass  of  water  down  the  throat  of  her 
young  daughter,  stuporous  but  recovering 
from  a bout  of  hypertensive  encephalopathy. 
In  this  act  she  literally  drowned  her  own  child 
because  she  did  not  want  her  to  die  in  a state 
of  thirst. 


And  so  it  continues  in  the  third  world, 
appropriately  treating  congestive  heart  failure 
with  ACE  inhibitors,  digoxin  and  furo.semide  , 
while  in  the  other  room  the  macabre  scenario 
of  a mother  inadvertently  drowning  her 
comatose  daughter  with  a glass  of  water 
poured  down  her  throat.  Those  in  undevel- 
oped countries  need  us.  They  need  us  to  teach 
them,  show  them,  instruct  them,  advise  them 
and  assist  them. 

They  need  to  be  told  what  is  available  to 
them  and  from  this  menu  select  what  is  practi- 
cally appropriate  for  their  existing  circum- 
stances. 

We  in  turn  need  them  to  remind  us  of  our 
aesculapian  roots — where  we  came  from, 
what  we  have  forgotten  that  still  works,  and 
why  we  are  bound  together  in  this  mutual  con- 
flict of  man  again.st  disease. 

N.  B.  Baroody,  Jr.,  M.  D. 

McLeod  Regional  Hospital 
Family  Medicine  Center 
555  East  Cheves  St. 

Florence,  SC  29506-2617 


— ULTIMATE  AUTO 

CONNECTION 

PHYSICIANS:  SAVE  MONEY  - SAVE  TIME  - SAVE  STRESS 


IN  BUYING  A NEW  CAR 


• Have  you  had  a bad  experience  in  buying  a new  vehicle? 

• Schedule  too  full  to  shop  around  for  the  best  price  on  a new  car? 

• Want  to  save  thousands  of  $$$  with  NO  HASSLE  and  NO  HAGGLING? 

ULTIMATE  AUTO  CONNECTION  will  meet  with  you  at  your  ofiQce  or 
home  or  by  phone.  We  will  quickly  locate  any  new  car,  truck,  or  van  model 
you  want,  foreign  or  domestic,  at  a low  FLEET  PRICE  and  normally  for 
delivery  at  a dealer  near  you. 


Affiliated  with  American  Auto  Consultants,  Inc.,  in  business  since  1979. 
(800)558-4646  or  (803)  383-2525.  FAX  (803)  383-9719. 


“THE  RIGHTS  OF  THE  CHILD  ” REVISITED 


Why  bother  with  organized  medicine?  Why 
go  to  meetings  of  the  county  medical  society? 
Aren’t  there  better  ways  to  spend  time? 

Recently,  I pondered  William  Osier’s 
answers  to  these  questions  while  driving  to 
the  scientific  meeting  of  my  county  medical 
society.  Grabbing  his  hat  and  coat  one 
evening,  Osier  asked  a younger  colleague, 
“Aren’t  you  going  to  the  medical  society?’’ 
“No,”  the  young  man  replied,  “I  think  it’s  a 
waste  of  my  time.”  “Do  you  think  I don’t!” 
exclaimed  Osier,  and  off  he  went.  Osier  knew 
that  it’s  important  to  support  one’s  medical 
society  if  for  no  other  reasons  than  to  pro- 
mote good  will  and  to  participate  in  the 
issues-of-the-day.  And  he  also  knew  that  one 
might  actually  learn  something! 

Still,  I doubted  that  I would  learn  anything 
of  a useful  nature  that  evening.  The 
announced  topic  was;  “Violence  in  Our  Soci- 
ety: Prevention  and  Intervention.”  True,  the 
subject  is  extremely  important  and  affects  us 
all.  But  as  physicians — individually  or  col- 
lectively— can  we  really  make  a difference  ? 
The  speaker  recited  familiar  facts.  Each  year, 
the  200  million  guns  in  the  United  States 
account  for  the  deaths  of  some  25,000  people, 
of  whom  85  percent  knew  their  killers  in  one 
way  or  another.  Battery  is  now  the  leading 
cause  of  injury  to  women  in  the  United 
States,  and  more  than  one  in  three  women  are 
abused  during  their  pregnancies.  Nearly  two 
million  elderly  persons  are  abused  each  year. 
Well,  what  did  I expect?  After  all,  this  was 
the  medical  society — not  the  Optimist  Club! 

Then  the  speaker  took  a different  tack.  The 
basic  problem,  he  opined,  is  that  more  and 
more  children  are  being  raised  in  homes  with- 
out love.  This  is  largely  because  illigitimacy 
has  become  almost  the  norm.  In  the  speaker’s 
home  state,  somewhere  north  of  the  Mason- 
Dixon  line,  20  percent  of  white  children,  64 
percent  of  Hispanic  children,  and  77  percent 
of  African-American  children  are  born  out  of 
wedlock.  The  speaker  suggested  that  children 
raised  without  love  become  adults  filled  with 


hate.  He  challenged  organized  medicine  to  do 
something  about  it.  He  suggested  that  we,  as 
physicians,  have  the  duty  to  educate  people 
how  to  raise  their  children,  how  to  fill  their 
lives  with  love. 

Quixotic?  Perhaps.  But  driving  home  from 
the  medical  society  meeting  that  night,  I had 
two  thoughts.  First,  one  should  definitely  try 
to  attend  the  county  medical  society’s  meet- 
ings, for  you’ll  never  know  what  you’ll  learn 
or  re-learn.  Second,  I formed  the  opinion  that 
the  speaker’s  basic  message  was  hardly  new. 
Indeed,  I recalled  in  1920  a lead  article  in  The 
Journal  of  the  American  Medical  Association 
was  entitled  “The  Rights  of  the  Child.”  Its 
author,  by  no  coincidence,  was  our  own  State 
Health  Officer  and  a former  SCMA  presi- 
dent— Dr.  James  Adams  Hayne.' 

After  reviewing  the  evolution  of  our  ideas 
about  “the  rights  of  man”  and  “the  rights  of 
woman,”  the  eloquent  Dr.  Hayne  asked 
what  of  the  child?  Who  has  championed  its 
right?  Summoned  against  its  will  and  with- 
out its  consent  into  this  world  of  trouble, 
pain,  sickness,  and  finally  death,  what 
Rousseau  or  Voltaire  shall  sound  the  tocsin 
and  call  on  the  infant  “mewling  and  puking 
in  the  nurse’s  arms,”  to  demand  that  its  own 
mother  shall  give  it  the  lactic  fluid  that  is  its 
primal  right....  Who  shall  demand  for  them 
the  right  to  believe  in  fairies,  the  right  to 
sunshine  and  to  flowers,  to  the  fresh  air,  and 
to  green  fields,  to  all  that  makes  up  the  par- 
adise of  childhood.  Who  shall  led  another 
Children’s  Crusade  for  these,  their  ancient 
rights? 

He  elaborated  on  the  following  rights  in 
order  of  priority: 

•The  right  to  be  conceived. 

•The  right  to  be  born  after  conception. 

•The  right  to  have  healthy  parents. 

•The  right  that  “its  mother  shall  be  so  cared 
for  by  the  state  that  neither  through  pover- 
ty nor  ignorance  shall  she  bring  it  into  the 
world  in  unhygienic  surroundings...” 

•The  right  to  “have  its  own  mother’s  milk 
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iiiilil  il  is  old  enough  lo  be  weaned.” 

•I’he  riglu,  “guaranteed  by  the  state,  that 
every  baby  born  shall  have  an  equal 
ehanee  with  other  babies  to  develop  into 
the  normal  healthy  ehild.” 

•“d’he  right  that,  when  it  reaehes  school  age, 
it  shall  have  the  best  that  the  resources  of 
any  government  can  command.” 

Hayne,  it  seems,  was  in  some  respects  well 
ahead  of  his  time. 

More  recently,  the  American  Academy  of 
Pediatrics  has  formulated  a similar  list  of 
desiderata  for  children.  Some  refinements  to 
Hayne’s  list  of  rights  include  the  following: 
•The  right  to  immunizations. 

•The  right  to  good  nutrition. 

•The  right  to  education  about  health  and  the 
health  care  system. 

•The  right  to  a safe  environment. 

•The  right  to  adequate  assistance  for  any 
handicaps. 

•The  right  to  live  in  a family  setting  “with 
an  adequate  income  to  provide  basic  needs 
to  insure  physical  and  intellectual  health.” 
•The  right  to  be  free  of  environmental  con- 
tamination. 

•The  right  to  live  in  a society  that  recog- 
nizes the  special  needs  of  young  people. 


And  to  this  list,  one  might  easily  add  the  right 
to  be  wanted  and  the  right  to  be  loved. 

Why  bother  with  organized  medicine?  Per- 
haps the  most  basic  reason  is  that  it  lakes  col- 
lective action  not  only  to  preserve  and 
strengthen  our  (,)wn  traditions  but  also  to 
improve  society.  It  should  not  escape  our 
notice  that  medicine  is  being  re-defined.  It 
has  even  been  suggested  that  primary  care 
medicine  is  almost  an  anachronism — that 
most  functions  of  the  front  line  physician  can 
in  fact  be  filled  by  others.^  But  let  us  not  for- 
get that  the  word  “doctor”  means  “teacher” 
and  that  we  do,  indeed,  have  the  right  and  the 
duly,  the  responsibility  and  the  privilege  to 
teach  our  patients  how  to  live,  learn,  and 
love.  And  let  us  not  forget  the  enthusiasm 
with  which  Dr.  Hayne  ended  his  address:  “If 
the  rights  1 have  tried  to  indicate  are  given  the 
child,  the  future  of  the  race  is  assured.” 

— CSB 
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Thornton  & Thorne  give  the  medical  community  something  to  think  about  this  month. 


A TIME  FOR  ACTION 

UPDATE  ON  DISABILITY  INSURANCE 


Last  month  we  wrote  about  the  crisis  in  the 
disability  insurance  marketplace.  This 
situation  is  caused  by  the  significant 
losses  experienced  by  companies  on  their 
disability  products. 

The  individual  disability  marketplace  is 
dominated  by  less  than  a dozen 
companies.  The  top  half  of  these 
companies  probably  write  over  60%  of  all 
individual  policies. 

UNUM  and  Provident  Life  and  Accident 
rank  among  the  very  top  companies.  Both 
recently  made  important  announcements 
which  will  greatly  impact  the  disability 
insurance  policy  you  will  be  able  to  buy  in 
the  future. 

The  most  startling  announcement  was 
from  UNUM  which  announced  that  it  will 
cease  offering  non-cancelable  disability 


policies  in  the  United  States  in  1995 

(premiums  for  non-cancelable  policies 
cannot  change  prior  to  the  insured's  age 
65). 

Provident  announced  the  introduction 
of  guaranteed  renewable  disability 
policies  for  professionals  (premiums  for 
guaranteed  renewable  policies  can  be 
changed  as  experience  dictates). 

UNUM  and  Provident  are  market  leaders. 
When  they  take  bold  steps  of  this  kind,  it 
means  all  disability  companies  will  be 
making  far-reaching  changes  in  the 
immediate  future. 

Physicians  will  be  more  adversely 
affected  by  the  changes  than  any  other 
class  of  insureds: 


• Certain  medical  specialties  have 
already  been  downgraded  by  some 
companies.  The  others  will  follow  suit. 
Policies  for  these  specialists  will  cost 
more  and  definitions  will  not  be  as 
favorable. 

• Premiums  for  physicians  will  increase 
significantly  across  the  board. 
Companies  will  shorten  benefit  periods 
and  lengthen  elimination  periods. 
Benefit  periods  for  mental  or  emotional 
claims  will  be  restricted. 

• Both  health  and  financial  underwriting 
will  get  tougher.  The  amount  of  benefit 
the  companies  will  issue  will  be 
reduced. 

The  time  may  soon  come  when  you 
cannot  buy  a policy  yvith  a guaranteed 
premium.  You  can  currently  but  you 
must  act  quickly. 


SCMA  members  get  a 25%  discount  on 
disability  policies  from  Connecticut 
Mutual.  This  contract  has  not  changed 
since  late  1992  but  change  is  imminent 
and  could  occur  at  any  time. 

RECOMMENDATION 

We  recommend  that  you  purchase  as 
much  individual,  non-cancelable 
insurance  as  you  can  get  before 
Connecticut  Mutual  announces 
changes.  Once  you  are  issued  a policy, 
the  premium  cannot  be  changed  prior 
to  your  age  65  nor  can  any  restriction 
be  put  on  the  policy. 

Premiums  will  never  again  be  as  low  as 
they  are  today.  Policy  language  will 
never  again  be  as  good  as  it  is  today. 

If  you  are  ever  again  going  to  acquire 
disability  insurance,  DO  IT  NOW. 


views  expressed  herein  are  those  of  the  authors  only  and  In  no  way  represent  the  SCMA.  We  do  not  give  tax  advice.  Only 
your  attorney  and  accountant  are  qualified  to  do  so. 
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Letters  to  t(;e  Editor 


To  the  Editor: 

In  the  reeent  excellent  article  by  Ervin,' 
there  was  a statement  that  appears  to  be  mis- 
leading. The  statement  is  that  “testing  simul- 
taneously for  many  individual  parameters 
increases  the  chances  of  receiving  an  ‘abnor- 
mal’ result  by  (0.95  )nth  power  when  n tests 
are  run.”  However,  as  n becomes  larger, 
(0.95)*^  becomes  progressively  smaller  rather 
than  larger.  A more  accurate  statement  would 
be  that  for  n independent  tests,  in  which  the 
“normal  range”  has  been  arbitrarily  defined 
as  enclosing  95  percent  of  the  values  obtained 
from  healthy  subjects,  the  probability  that  at 
least  one  of  these  n parameters  will  be  outside 
its  normal  range  is  equal  to  l-(0.95)*^. 

For  a single  test,  the  probability  is  1- 
(0.95)'=0.05.  That  is,  by  definition  of  the  nor- 
mal range  for  this  test,  a normal  subject  has  a 
five  percent  chance  of  having  a value  outside 
of  the  normal  range.  A more  enlightening 
example  would  be  to  look  at  the  case  of  the 
multiphasic  metabolic  panel  commonly 
referred  to  as  an  SMA-12.  The  probability 
that  a completely  healthy  individual  will  have 
at  least  one  measured  parameter  on  the  SMA- 
12  outside  the  normal  range  is  l-(0.95)'’= 
0.46.  Therefore,  for  this  common  test  there  is 
approximately  an  even  chance  that  not  all  the 
parameters  will  be  normal.  Not  all  clinicians 
are  aware  of  this  statistical  consequence.  The 
task  of  the  clinician  is  to  be  able  to  recognize 
when  a variance  is  significant  and  to  be  aware 
of  patterns  of  variances.  A fasting  blood  glu- 
cose of  125  (with  a normal  range  of  80120) 
may  well  be  a statistical  variation  while  one 
of  250  is  indicative  of  abnormal  glucose 
metabolism.  In  the  appropriate  clinical  set- 
ting, a SMA-12  having  a mildly  elevated  glu- 
cose and  alkaline  phosphatase  suggests  the 
possibility  of  diabetes  with  fatty  infiltration 
of  the  liver.  Ervin's  discussion  of  the  pitfalls 
of  ordering  and  interpreting  diagnostic  tests 
without  an  appreciation  of  their  inherent  limi- 
tations for  a defined  population  is  well  taken. 


Lance  A.  Duvall,  M.  D. 

Waccamaw  Family  Practice  u 
Georgetown,  SC  29440 

rkfp:rknce 

1.  Ervin  F;  Rationalizing  decisions  for  diagnostic  test- 
ing. J SC  Med  Assoc.  90:58  61.  1994. 

To  the  Editor: 

There  has  been  a recent  important  South 
Carolina  malpractice  suit  found  in  favor  of 
the  defendant  physician;  the  case  concerned 
the  issue  of  cephalosporin  cross  reactivity 
with  penicillin  The  defendant  used  Ceclor  in 
a patient  who  had  a possible  history  of  peni- 
cillin reaction/allergy.  The  patient  developed 
a Ceclor  immune  complex  reaction. 

The  notion  that  penicillins  cross  react  with 
all  cephalosporins  is  across  all  medicine,  but 
is  generally  false.  Some  textbooks  of 
Medicine,  Pharmacy  and  Dermatology  con- 
tain specific  contraindication  language  about 
using  cephalosporins  in  penicillin  sensitive 
patients.  The  1994  Physician  Desk  Reference 
is  softer  - “In  penicillin-senitive  patients, 
cephalosporin  antibiotics  should  be  adminis- 
tered cautiously.  There  is  clinical  and  labora- 
tory evidence  of  partial  cross-allergenicity  of 
the  penicillins  and  the  cephalosporins  and 
there  are  instances  in  which  patients  have  had 
reactions,  including  anaphylaxis  to  both  drug 
classes.”  (This  language  is  legalese  and  not 
much  help  in  our  clinical  practices.) 

The  first  order  cephalosoporins  often  DO 
cross  react  with  penicillins  since  the  anti- 
genieity  for  both  is  a similar  Beta-lactam 
ring.  Also,  the  early  preparations  of 
cephalosporin  were  contaminated  with  “real” 
penicillin  (both  were  originally  made  in  the 
same  facility  from  the  respective  molds 
which  are  similar).  And  so  the  word  was 
passed  and  has  become  ingrained  in  our  med- 
ieal  culture  and  literature  (myths  die  hard, 
even  in  medicine). 

But  the  second  and  third  order  cephalo- 
sporins are  different.  First  of  all  there  is  no 
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longer  any  penicillin  eonlaniination.  But 
more  importantly  their  antigenicity  is  in  the 
side  chains  (NOT  the  Beta-lactam  ring),  so 
there  is  no  (to  little)  cross  reactivity  in  the 
seientii'ic  sense.  Finally,  penicillin  sensitive 
patients  react  more  to  all  other  drugs  than  the 
general  population.  The  expected  “natural” 
reaction  rate  to  cephalosporins  would  be  three 
to  seven  percent  (the  range  of  the  reported 
cross-reaction  rates  so,  these  cross-reactions 
are  probably  not  cross-reactions  at  all).  Now 
of  course  patients  do  react  to  cephalosporins, 
even  second  and  third  order  agents,  but  the.se 
reactions  are  USUALLY  UNRELATED  TO 
PENICILLIN  SENSITIVITY,  although  both 
may  coincidentally  exist  in  the  same  patient 

One  further  point.  We  have  caused  our- 
selves problems  with  the  legal  profession  in 
that  we  use  the  word  “allergy”  too  loosely. 
We  should  stop  using  the  word  allergy  for 
non-immune  reactions  and  side-effects.  1 
would  prefer  that  we  restrict  the  word  allergy 
to  IgE  reactions  (most  penicillin/ 
cephalosporin  reactions  are  IgG-immune 
complex  reactions  or  simple  side  effects). 

So  how  should  we  proceed  with  these  peni- 
cillin sensitive  patients?  I suggest  the  patient 
with  penicillin  sensivity  be  given  second  or 
third  order  cephalosporins  straight  out  if  the 
reaction  was  a side  effect,  papular  rash,  large 
local  reaction  or  mild  fever/arthralgas.  With 
classical  allergy  reactions  (hives,  angioede- 
ma,  asthma  or  anaphylaxis),  I would  skin  test 
and  if  positive  for  penicillin  allergy,  then  the 
patient  should  be  referred  to  an  allergist  for 
cephalosporin  skin  testing  because  the  peni- 
cllin/cephalosporin  class  of  drugs  are  often 
still  the  drugs  of  choice  for  several  infections. 
With  IgG-immune  complex  reactions  I would 
use  cephalosporins  only  after  docmented 
informed  consent  (make  the  point  that  these 
immune  reactions  can  occur  to  any  drug,  at 
any  time,  in  any  patient,  and  are  not  related  to 
cross  reactions). 

For  further  reading  see:  Chapter  7 Allergic 
Reactions  to  Drugs  and  Biological  Agents, 
JAMA  268:2845,  1992.  Immediate  hypersen- 
stivity  reactions  to  beta-lactam  antibiotics. 


Ann  Int  Med  107:  204,  1987.  Cross  .sensitivi- 
ty to  cephalosporins  in  patients  allergic  to 
penicillin,  Fediatr  Infect  Dis:  557, 1986. 
Stephen  A.  Imbeau,  M.  D. 

PC)  Box  2598 

Florence,  SC  29501 

(Supported  by  the  SC  Allergy  Society 

Brian  S.  Dant/.ler,  M.  D.,  President) 

To  the  Editor: 

While  I applaud  the  efforts  of  Dr.  Holgate' 
to  bring  modern  therapeutic  interventional 
techniques  to  the  attention  of  your  readers,  I 
have  several  concerns  regarding  his  prescrip- 
tion for  the  use  of  angioplasty  in  the  manage- 
ment of  occlusive  cerebrovascular  disease.  As 
the  author  indicates,  the  performance  of 
transluminal  angioplasty  is  certainly  feasible 
for  stenotic  and  occlusive  disease  of  the  bra- 
chio-cephalic,  subclavian,  vertebral,  and 
carotid  arteries.  However,  the  indications,  the 
safety,  and  the  long-term  efficacy  remain  a 
matter  of  considerable  debate.  The  mere  pres- 
ence of  a subclavian  or  vertebral  artery  steno- 
sis discovered  angiographically  alone  is 
rarely  a reason  for  intervention,  either  radio- 
logically  or  surgically. 

A clearer  description  of  the  elinical  indica- 
tions would  be  helpful.  Dr.  Holgate  may  be 
aware  of  randomized  prospective  controlled 
trials  comparing  the  efficacy  of  surgical  inter- 
vention for  cerebrovascular  occlusive  disease 
versus  angioplasty,  but  I am  not.  In  fact,  only 
recently  has  surgical  intervention  (specifical- 
ly carotid  endarterectomy)  been  shown  to 
have  benefit  over  a non-interventional  thera- 
py for  selected  patients.^  As  experience  with 
the  extracranial  to  intracranial  bypass  trial 
illustrated.^  the  successful  performance  of  a 
procedure  does  not  necessarily  translate  into 
an  improved  outcome  for  patients. 

Dr.  Holgate  appears  to  have  a unique  under- 
standing of  the  effect  of  angioplasty  on  dis- 
eased atherosclerotic  vessels.  He  suggests 
that  “angioplasty  dilates  the  stenosis  and  flat- 
tens the  diseased  endothelium.”  More  accu- 
rately, the  angioplasty  fractures  and  disrupts 
the  atherosclerotic  plaque  leaving  an  irregular 
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surface  on  which  fibrin  and  platelets  aggre- 
gate. Eventually  over  time  this  remodels  to 
allow  maintenance  of  an  increased  lumen 
diameter  in  the  peripheral  vessels.  However, 
since  the  results  of  transluminal  angioplasty 
have  widely  disparate  results  in  various  arte- 
rial locations,  we  must  be  cautious  in  trans- 
posing such  results  to  the  cerebrovascular 
vessels.  Furthermore,  his  supposition  that 
“since  angioplasty  does  not  remove  the 
endothelium,  regrowth  will  prove  superior” 
reflects  a misperception  regarding  current 
concepts  of  vessel  wall  biology. 

The  ultimate  goal  of  cerebrovascular  inter- 
vention for  occlusive  disease  is  really  clini- 
cal: a reduction  in  both  cerebrovascular 
symptoms  and  long-term  stroke  risk  with 
minimal  morbidity.  We  must  be  wary  about 


recommending  procedures  that  are  in  search 
of  an  indication  to  our  patients  simply 
because  they  are  technically  feasible. 

Jacob  G.  Robison,  M.  D. 

Department  of  Surgery,  MUSC 
272  Ashley  Avenue 
Charleston,  SC  29425 

REFERENCES 

1.  Holgate  RC.  Interventional  techniques  in  the  man- 
agement of  disorders  of  the  brain:  current  status. 
The  J SC  Med  Assoc.  90:23-28,  1994. 

2.  North  American  Symptomatic  Carotid  Endarterecto- 
my Trial  Collaborators.  Beneficial  effect  of  carotid 
endarterectomy  in  symptomatic  patients  with  high 
grade  carotid  stenosis.  N Eng  J of  Med  325:445- 
453,  1991. 

3.  Barnett  et  al.  Failure  of  extracranial-intracranial 
arterial  bypass  to  reduce  the  risk  of  ischemic  stroke. 
N Eng  J of  Med  313:1191-1 200,  1 985. 


FLORIDA  GULF  COAST 

Live  on  the  beach.  Work  in  a structured  practice. 
Have  4 out  of  5 nights  off.  No  OB,  less  than  10% 
Medicaid.  Less  than  15%  managed  care.  Substantial 
income  guarantee  and  practice  management 
assistance.  A beautiful  resort  area  without  the 
crowds  of  East  Coast  Florida. 

Wanda  Parker 
E.  G.  Todd  Physician  Search 
One  Byram  Brook  Place 
Armonk,  NY  10504 
800-221-4762 
fax:  914-273-5895 


December  1994 


619 


Of/  wc  Coz'cn 

WARING  HISTORICAL  LIBRARY  CENTP:NNIAL 


'I'lie  c|iiaiiit.  octagonal,  brick  building 
featured  on  this  month's  cover,  the  Waring 
Historical  Library  of  the  Medical  University 
of  South  Carolina,  was  built  in  1S94  at  a cost 
of  $7,500.  At  that  time  the  area  was  the  site 
of  the  Porter  Academy,  a boys'  school 
founded  after  the  Civil  War  to  educate  boys 
left  orphaned  and  destitute  by  the  war.  The 
library  building  was  the  gift  of  the  Reverend 
Charles  Frederick  Hoffman,  D.  D.,  Rector  of 
All  Angels  Church  in  New  York  City,  for 
whom  it  was  named.  The  Hoffman  Library 
served  Porter  until  1965. 

In  1966,  after  some  discussion  of  razing  the 
building  to  make  a parking  lot  had  been 
squelched  by  cooler  heads,  the  library  was 
turned  over  to  Dr.  Joseph  I.  Waring  to  house 
his  “musty  old  books.”  These  books  were 
mostly  the  “once  proud  library  of  the  Medical 
Society  of  South  Carolina”  that  Dr.  Waring 
had  rescued  from  improper  storage  and  was 
attempting  to  save.  In  1969  the  library  was 
renamed  The  Waring  Historical  Library,  and 
today  serves  not  only  the  Medical  University, 


but  also  scholars  from  all  over  the  world  who 
are  interested  in  Medical  History. 

The  collections  have  grown  over  the  years. 
Although  the  library  has  many  fine  classics  in 
the  history  of  medicine,  the  major  emphasis 
in  collecting  today  is  southern  medicine  with 
a special  interest,  of  course,  in  South 
Carolina. 

The  Waring  staff  is  involved  in  acquisition 
and  preservation  of  collections;  assisting 
researchers;  and  original  research.  If  you 
would  like  to  assist  in  the  preservation  of 
South  Carolina’s  medical  heritage,  you  may 
join  the  Waring  Library  Society,  a friends  of 
the  library  group,  with  the  coupon  below,  and 
consider  the  Waring  as  a possible  repository 
for  important  books,  papers,  and  artifacts 
relating  to  medical  history. 

The  Waring  Library  is  open  weekdays  from 
8:30  to  5:00  pm.  Researchers  and  browsers 
are  welcome. 

Betty  Newsom 

The  Waring  Historical  Library 


Waring  Library  Society  Membership 


Name 


Address 


City,  state,  zip 


Types  of  memberships.  (Dues  are  tax  deductible) 

Student:  $2.00  

Regular:  $20.00  

Contributing:  $100.00  

Life:  $1,000.00  


Please  make  checks  payable  to  the  Waring  Library  Society  and  mail  to  Waring  Historical  Library, 
MUSC,  Charleston,  SC  29425. 
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SCMAA  PHYSICIANS  FAMILY  SUPPORT 

All  families  experience  difficulties  from  time  to  time  and  medical  families  are  certainly  no 
exception.  In  fact,  along  with  the  usual  array  of  difficulties,  medical  families  sometimes 
encounter  problems  unique  to  their  circumstances.  Aware  that  a support  network  can  be  invalu- 
able in  helping  families  cope,  the  South  Carolina  Medical  Association  and  its  Alliance  provide 
help  through  their  Physicians  Family  Support  Committee. 

Christine  Hepfer  (Mrs.  Thomas  W.)  serves  as  chairperson  of  this  committee.  She  sends  notes 
of  support  to  the  physician  members  of  the  SCMA  and  their  families.  These  can  be  notes  of  con- 
gratulations for  passing  “the  boards"  or  for  birthdays.  It  can  also  be  notes  of  sympathy  and  sup- 
port to  the  family  with  the  loss  of  a family  member.  If  you  would  like  us  to  remember,  congratu- 
late, or  support  a member  of  his/her  family  please  contact  her  at  2810  Lillington  Drive,  Sumter, 
SC  29150-2213. 

Barbara  Clark  (Mrs.  Terence  M.)  is  the  co-chairperson  and  serves  as  the  liaison  between  the 
Alliance  and  the  SCMA  Physicians  Advocacy  and  Assistance  Committee.  A key  purpose  of  the 
SCMAA  Physicians  Family  Support  Committee  is  to  work  closely  with  the  SCMA  committee  to 
insure  that  support,  assistance  and  encouragement  are  available  to  physicians’  families  who  are 
experiencing  problems  and  concerns  related  to  some  type  of  impairment  (chemical  dependency 
and  addiction,  mental  illness,  grief,  aging,  long-term  illness,  marital  problems,  malpractice, 
problems  with  children,  etc.) 

Under  the  extremely  able  leadership  of  Kaye  Borgstedt,  the  subcommittee  established  the  follow- 
ing goals  which  continue  to  be  the  focus  for  1994-1995:  (1)  maintain  and  strengthen  membership 
in  the  four  regional  “Caduceus-Alanon”  groups;  (2)  encourage  more  spouses  to  participate  with  the 
physicians  in  their  quarterly  meetings;  (3)  continue  educational  efforts  to  raise  awareness  and  make 
resources  known;  (4)  continue  to  meet  with  and  participate  with  the  physicians’  group;  and  (5) 
strengthen  the  organization  and  structure  of  the  spouse  regional  team  groups. 

In  an  effort  to  raise  awareness  of  the  widespread  but  often  “hidden”  problem  of  chemical 
dependency,  the  committee  provides  speakers  for  medical  society  and/or  alliance  meetings.  The 
speaker  will  share,  on  a very  personal  level,  experiences  and  anecdotes  as  well  as  ways  in  which 
the  problem  can  not  only  be  overcome  but  serve  as  a powerful,  positive  growth  opportunity. 
This  service  is  provided  as  a means  to  encourage  families  who  suspect  some  type  of  impairment 
to  seek  help. 

If  you  or  a family  member  are  struggling  with  a painful  or  difficult  problem  or  concern,  have 
questions  or  need  information,  would  like  to  anange  for  a speaker  to  share  at  a meeting,  or  would 
like  to  be  a part  of  this  group  and  help  others,  please  contact  Cathy  Boland  at  SCMA  Headquarters 
at  1-800-327-1021,  ext.  232,  or  Barbara  Clark  at  1-803-654-5680.  We  have  all  appreciated  the  help 
and  support  of  others  from  time  to  time.  Our  committee  stands  ready  to  be  of  whatever  help  we  can 
to  physicians  and  their  families.  Sometimes  just  a “listening  ear"  or  a brief  inquiry  can  be  a helpful 
first  step.  We  want  to  make  that  first  step  an  easy  and  comfortable  one. 

Christine  Hepfer.  Chairperson 
Barbara  Clark,  Co-Chairperson 
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Of  An  Operation  nurai 
Make  You  Feei  Bethr 


As  an  Air  Force  Reserve  physician,  you'll  expe- 
rience all  the  rewards  of  providing  care.  And 
then  some.  Because  as  part  of  our  nation's  vital 
defense  team,  you'll  help  protect  the  strength 
and  pride  of  America.  In  the  Air  Force  Reserve, 
you'll  feel  the  excitement  a change  of  pace 
brings  as  you  gain  the  prestige  of  military  rank 
and  the  privilege  of  working  with  some  of 
the  world's  best  medical  professionals — in  a 
program  that's  flexible  enough  to  fit  your 
schedule.  The  Air  Force  Reserve.  It's  a great 
way  to  serve. 


Call:  800-624-5293 
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A GREAT  WAY  TO  SERVE 


Health 

Volunteers 

Overseas 


Health 


Volunteers 


Overseas  is  dedicated 


to  improving  the  availability  and  quality  of  health  care  in 


developing  countries  through  training  and  education.  Volunteer 


your  skills!  Beeonie  a member  of  Health  Volunteers  Overseas! 


For  more  information,  call  202-296-0928 


classifiers 


A lab  in  your  office  is  a proven  benefit  to 
your  patients,  your  practice,  and  your  inde- 
pendence. But  what  about  the  time-consum- 
ing aggravations  of  government  regulations, 
supplier  relationships,  personnel  training  and 
management,  quality  control,  record  keeping, 
and  thousands  of  other  details?  Lab  Partners’ 
turnkey  solution  does  it  all  for  you  at  a lower 
cost  than  you  can  do  it  for  yourself!  We  are  a 
new  kind  of  service  organization  that  works 
for  the  physician  to  provide  on-site  diagnostic 
testing.  Ca//  Lab  Partners,  Inc.  collect,  (704) 
542-1488,  or  fax  (704)  542-2151,  to  see  one 
of  our  labs  in  action. 

SOUTH  CAROLINA,  CLINTON  (COL- 
LEGE COMMUNITY):  Immediate  opening 
for  BE/BC  Family  Medicine  physicians  to 
join  group  of  three.  No  OB.  Full  spectrum  of 
Family  Medicine,  including  industrial 
medicine.  Practice  located  in  college  commu- 
nity with  population  of  58,000  in  the  county, 
40  minutes  from  metro  area,  with  easy  access 
to  Blue  Ridge  Mountains  and  S.  C.  beaches! 
Two-year  income  guarantee  with  other  incen- 
tives tailored  to  specific  needs.  Excellent 
opportunity  to  play  a major  role  in  develop- 
ment of  medical  community.  Contact  Claudia 
King  collect  at  (803)  833-9132  or  write  c/o 
Physician  Services,  PO  Drawer  976,  Clinton, 
SC  29325. 

ORANGEBURG  AND  CALHOUN  COUN- 
TIES have  practice  opportunities  for  graduat- 
ing residents/fellows  and  experienced  practi- 
tioners in  the  following  specialties:  Emer- 
gency Medicine,  Family  Practice,  Oncology, 
Orthopedic  Sports  Medicine  and  Urology. 
Practice  incentives  and  relocation  assistance 
are  available.  Contact  Dr.  Chermol,  The 
Regional  Medical  Center,  (800)  866-6045. 


TAX-FREE  OPPORTUNITY:  The  Agency 
for  International  Understanding,  a tax-exempt 
medical  relief  organization  headquartered  in 
Spartanburg,  SC  and  founded  by  Dr.  John  R. 
Guthrie,  is  preparing  a shipment  of  goods  and 
materials  for  transport  to  Moscow  Pediatric 
Infectious  Disease  Hospital  #5.  If  you  have 
equipment  or  supplies  in  your  office  or  clinic 
that  are  no  longer  in  use  but  are  in  good 
working  condition,  or  if  you  wish  to  make  a 
tax-deductible  cash  contribution,  this  is  an 
excellent  opportunity.  The  shortage  of  materi- 
als, equipment  and  supplies  severely  inhibits 
the  practice  of  highly  competent  physicians 
and  nurses  in  this  important  specialty  hospi- 
tal. The  Agency  for  International  Understand- 
ing is  a 50 1C  not-for-profit  corporation  and, 
as  such,  is  eligible  to  receive  tax  deductible 
donations.  If  you  wish  to  donate  any  materi- 
als or  supplies,  ship  them  to:  The  Agency  for 
International  Understanding,  Inc.,  c/o  Guthrie 
Clinic,  703  N.  Pine  Street,  Spartanburg,  SC 
29303.  If  you  assign  a fair  market  value  to  the 
item  in  your  correspondence,  we  will  docu- 
ment your  contribution  in  writing.  The  Agen- 
cy for  International  Understanding,  Inc.  oper- 
ates on  a shoestring  budget  with  nearly  100 
percent  of  its  funds  going  toward  the  relief 
efforts.  Items  are  to  be  shipped  to  Spartan- 
burg at  the  shipper’s  expense  or  we  can  help 
arrange  direct  shipment  to  Moscow.  Contact 
John  R.  Guthrie,  DO,  CEO  and  Medical 
Director,  The  Agency  for  International 
Understanding,  Inc.,  703  N.  Pine  Street, 
Spartanburg,  SC  29303. 

RADIOLOGY  - LOCUM  TENENS:  Tak 

ing  one  week  assignments  in  SC,  NC  and 
Georgia.  ABR  certified  - reasonable  rates. 
Contact  R.  E.  Jinkins,  MD,  or  T.  O.  Klauber, 
MD.  (803)  833-9440. 
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Where 

WILE  YOUR 
EAMILY  BE 
IN  20  YEARS? 


Most  people  feel  they  have  a relatively 

solid  answer  to  that  question  ...  because 
they  have  planned  carefully  for  their  funily’s 
financial  and  educational  needs. 

But  where  will  they  be  {’co^’niphicallY? 
There’s  no  way  tc>  know. 

All  you  know  for  sure  is  that  you’re  going 
to  want  to  see  your  children  and  grandchil- 
dren as  much  as  possible  ...  wherever  they’re 
living. 

Now  is  the  time  to  do  somethimt:  about 
it  ...  by  establishing  a retreat  home  with 
roots  ...  a place  where  the  entire  fimily  will 
look  forward  to  coming  together,  season 
after  season,  and  year  after  year. 

Dewees  Island,  minutes  from  historic 
Charleston,  SC,  is  just  such  a place. 


Much  like  the  plantaticms  ot  the  C')ld 
South,  a home  on  Dewees  is  a place  to  come 
to  ...  a place  that  a fnnily  will  sink  spiritual 
roots,  and  experience  together  the  secrets  ot 
life  on  the  coast  ...  a place  filled  with  things 
to  do,  and  experiences  to  discover. 

To  understand  Dewees,  you’ve  got  to  see 
her  beauty  ...  talk  with  other  property 
owners  ...  walk  her  shores. 

Come  explore  this  boat-access,  ocean- 
front  retreat.  The  island  will  become  home  to 
only  150  tamihes,  and  40%  of  our  available 
property  has  been  sold.  Brices  start  at 
$165,000,  with  2-acre  oceantront  lots  from 
$315,000. 

Establish  a legacy  that  will  live  in  your 
family  forever  ...  call  1-800-444-7352  or 
(803)  886-8783. 

Pat  Ross.  Bwkcr-Iii-Chitrt’c 
Dcwccs  Island  Real  nstatc.  hit. 

I>().  Box  .16/ 

Dfnvcs  hlaiid,  SC  2945 1-2662 


Obtain  tile  property  report 
required  by  federal  law  and 
read  it  before  signing  anything. 
No  federal  agency  has  judged 
the  merits  or  value,  if  any.  of 
this  property. 


DE  WEES 
ISEAND 


A PRIVATE.  OCEANFRONT 
ISLAND  RETREAT 
DEDICATED  TO 

ENVIRONMENTAL  PRESERVATION 


Medical  Protective  Policyowners 
NEVER  get  letters  like  this! 


Any  allegation  of  malpractice  against  a doctor  is  serious  business.  If  you  are  insured  by  The  Medical 
Protective  Company,  be  confident  that  in  any  malpractice  claim  you  are  an  active  partner  in 
analyzing  and  preparing  your  case.  We  seek  your  advice  and  counsel  in  the  beginning,  in  the 
middle,  and  at  the  end  of  your  case.  In  fact,  unless  restricted  by  state  law,  every  individual  Medical 
Protective  professional  liability  policy  guarantees  the  doctor's  right  to  consent  to  any  settlement- 
no  strings  attached!  In  an  era  of  frivolous  suits,  changing  government  attitudes  about  the 
confidentiality  of  the  National  Practitioner's  Data  Bank  and  increased  scrutiny  by  credentialing 
committees,  shouldn't  you  have  The  Medical  Protective  Company  as  your  professional  liability 
insurer?  Call  your  local  General  Agent  for  more  information  about  how  you  can  have  more  control 
in  defense  of  your  professional  reputation. 


A+  (Superior)  A.  M.  Best 
AA  (Excellent)  Standard  & Poor's 


800/344-1899 
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